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“I  fled... down  the  labyrinthine  ways 
of  my  own  mind:  and  in  the  mist  of  tears 
I  hid..:’ 

Francis  Thompson 


Emotional 
Illness: 
’sychiatry  and 

The  Scientific 
Response 

by  Jam's  Long  Harris 


Emotional  illness  looms  as  a  ma¬ 
jor  challenge  to  society  and  to  the 
healing  professions  throughout  the 
remainder  of  this  century  and  into 
the  next  As  the  interrelationships 
of  mind  and  body  become  more 
clear,  a  number  of  disciplines  and 
specialties  are  more  effectively 
helping  the  emotionally  ill. 

Within  the  Department  of 
Psychiatry  at  Rush-Presbyterian- 
St  Luke’s,  a  broad  array  of  diagnos¬ 
tic  and  treatment  modalities  has 
been  developed,  providing  nu¬ 
merous  options  singly  and  in  com¬ 
bination.  Together  with  major 


Psychiatry: 
Resolving  Its 
Own  Identity  Crisis 

“The  public’s  image  of  a  psychia¬ 
trist  is  someone  with  horn-rimmed 
glasses,  a  beard,  and  a  couch,  who 
interprets  everything  you  say  at  a 
cocktail  party  in  terms  of  sex  and 
aggression.  It’s  funny,  when  people 
want  to  compliment  me  they’ll  say, 
‘Really  you  don’t  seem  like  a  psy¬ 
chiatrist!  and  they  think  they’re  tell¬ 
ing  me  something  nice!” 


Jan  Fawcett,  M.D., 

The  Stanley  G.  Harris,  Sr., 
Chairman  of  Psychiatry 
Rush-Presbyterian-St.  Luke’s 
Medical  Center 
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research  and  training  programs 
aimed  at  a  better  understanding  of 
the  varieties  of  emotional  illness 
and  their  treatment,  the  Medical 
Center  carries  forward  a  tradition 
whose  origins  lie  with  its  namesake, 
the  father  of  American  psychiatry, 
Dr.  Benjamin  Rush. 

With  depression — the  most  prev¬ 
alent  form  of  emotional  illness— as 
the  central  but  not  exclusive  theme, 
the  following  series  of  articles 
reflect  the  “state  of  the  art”  as  epito¬ 
mized  in  the  clinical,  research  and 
educational  programs  of  the  Medi¬ 
cal  Center. 


Dr.  Benjamin  Rush,  the  father  of  American 
psychiatry. 


Psychiatry  has  come  a  long  way 
since  its  infancy;  in  the  process, 
however,  it  has  suffered  a  few  grow¬ 
ing  pains.  Although  its  roots  are  in 
medicine,  in  the  first  half  of  this 
century  psychiatry  became  practi¬ 
cally  synonymous  with  psychoanal¬ 
ysis,  and  the  role  of  biological 
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The  tranquilizer  chair,  one  of  the  more 
bizarre  early  therapies  for  treating  emotion¬ 
ally  disturbed  patients. 


factors  was  often  ignored  in  the 
treatment  of  emotional  illness.  Be¬ 
cause  the  interplay  between  biol¬ 
ogy  and  psychology  was  not  yet 
well  understood,  a  gulf  existed  be¬ 
tween  what  were  viewed  as  sepa¬ 
rate  problems  of  mind  and  body. 

Even  after  the  introduction  of 
drug  therapy  and  psychiatry’s 
emergence  as  a  medical  subspe¬ 
cialty  during  World  War  II,  the  mind/ 
body  dichotomy  persisted.  Psychi¬ 
atrists  were  having  difficulty 
agreeing  on  the  definition,  diag¬ 
nosis  and  treatment  of  various  emo¬ 
tional  illnesses,  and,  as  a  result, 
some  colleagues  viewed  psychia¬ 
try  as  too  inexact,  too  fuzzy  to  be 
thought  of  as  anything  but  a  some¬ 
what  immature  stepchild  in  the 
medical  family. 

That  picture  has  changed,  how¬ 
ever.  Since  the  late  ’30s  and  early 
’40s,  much  has  been  learned  about 
the  biological  aspects  of  emotional 
illness.  It  has  become  increasingly 
clear  that  the  mind  and  the  body 
cannot  be  separated,  that  biology 
and  psychology  are  inextricably 
linked.  Improved  methods  of  diag¬ 
nosis  and  treatment  have  brought 
psychiatry  into  a  new  scientific  age. 
A  relatively  young  specialty,  it  has 
made  great  strides  in  just  a  few  dec¬ 
ades,  bringing  increased  hope  to 
people  hurting  with  the  pain  of  emo¬ 
tional  illness.  And  it  does  hurt.  Not 
like  a  headache,  although  some 
people  say  it’s  like  your  head  is 
going  to  explode.  Not  like  the  flu, 
though  some  victims  complain  that 
they  ache  all  over.  Not  like  a  bruise 
on  the  arm.  Not  like  a  broken  leg. 
Not  like  a  pain  in  the  chest.  The 
hurt  of  emotional  illness  can’t  be 
pinpointed.  It  can  only  be  felt. 

A  disturbing  number  of  people 
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feel  the  hurt  of  emotional  illness. 
Some  studies  indicate  that  as  many 
as  one  out  of  five  people  have  had 
a  depression  severe  enough  to  re¬ 
quire  treatment;  about  one  out  of 
every  ten  women  and  one  out  of 
every  20  men  will  need  treatment 
for  major  depression.  It’s  estimated 
that  50  to  80  percent  of  all  physical 
complaints  of  all  outpatients  in  a 
general  physician’s  practice  are 
rooted  in  emotional  and  psychiatric 
problems.  Suicide  and  violence  are 
the  leading  causes  of  death  in  peo¬ 
ple  under  40. 

Why  can’t  some  people  be  “hap¬ 
py”?  Why  are  they  squeezed  by  fear, 
bound  by  helplessness,  defeated 
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by  hopelessness?  What  triggered 
their  pain?  Do  the  emotionally  ill 
suffer  as  much  as  people  with  can-i 
cer,  migraine  headaches,  heart  dis¬ 
ease?  Why  do  some  people  suffen 
hardship  and  become  strong,  while 
others  break  under  the  strain? 

Many  of  the  questions  about  i 
emotional  illness  are  still  unanni 
swered.  Although  it’s  thought  that  | 
heredity,  stress,  unresolved  con-i  | 
flicts,  chronic  illness,  chemical  imi  j 
balances,  pain,  drugs,  and  evert  j 
malnutrition  may  result  in  emotional ) 
disorders,  no  one  knows  for  surej 
what  causes  them  in  a  given  case,! 
or  how  to  predict  who  will  be 
affected.  i 


I 


I 

I 

Emotional  illness  has  beset  man 
since  the  beginning  of  history.  The 
Bible  relates  the  case  of  King  Saul, 

I  who  suffered  with  episodes  of  de- 
jpression,  paranoia,  and  uncontrol¬ 
lable  rage.  The  famous  king,  who 
I  may  have  been  afflicted  with  what 
ipsychiatrists  now  call  manic- 
depressive  illness,  finally  took  his 
I  own  life. 

In  the  14th  century,  Chaucer  de- 
jscribed  what  sounds  like  an  emo- 
jtional  illness  in  The  Book  of  the 
j  Duchess; 

j  “For  sorrowful  imagination  is 
'always  wholly  in  my  mind...  This 
melancholy  and  dread  I  have  for 
death,  devoid  of  sleep  and  heavi¬ 
ness  has  slain  my  spirit  of  quickness 
that  I  have  lost  all  happiness.  I  have 
suffered  this  eight  years  and  yet  my 
cure  is  never  nearer:  for  there  is 
physician  but  not  that  may  me  heal” 

Theories  about  the  causes  and 
treatment  of  emotional  illness  have 
varied  with  every  society.  The 
iGreeks  believed  “madness”  was  the 
Iresult  of  an  imbalance  between 
body  humors.  Greek  thought  about 
emotional  illness  was  largely  based 
jon  the  writings  of  Hippocrates,  who 
advanced  the  idea  that  emotional 
illness  was  a  medical  problem,  in 
contrast  to  the  belief  of  other  an¬ 
cient  societies  that  emotional  dis¬ 
orders  were  supernaturally-caused 
or  evidence  of  moral  depravity. 

Hippocrates’  enlightened  view 
did  not  persist  long.  By  the  Middle 
Ages  it  was  popularly  believed  that 
the  emotionally  ill  were  possessed 
with  evil  spirits.  Flogging  was  con¬ 
sidered  beneficial  in  order  to  drive 
jaway  the  devil  who  had  taken  over 
I  the  afflicted  person’s  body. 

The  Renaissance  brought  with  it 
a  period  of  especially  cruel  treat¬ 
ment  of  the  emotionally  ill;  anyone 
unfortunate  enough  to  exhibit 
unusual  behavior  was  in  danger  of 


“There  are  two  different  languages,  the  language 
of  feelings  and  psychology  and  the  language  of 
pharmacology  and  neurochemistry.  A  psychiatrist 

must  know  both.” 

Jan  Fawcett,  M.D. 


being  burned  as  a  witch  or  sorcerer 
in  league  with  the  devil. 

In  rnany  areas  of  the  world,  the 
“insane”  were  thrown  into  prison, 
scarcely  distinguished  from  mur¬ 
derers  and  thieves,  or  banished  to 
asylums  where  they  were  bound  in 
chains  for  the  rest  of  their  lives. 

One  of  the  most  famous  asylums 
was  Bethlehem  Hospital  in  London. 
Commonly  referred  to  as  “Bedlam,” 
the  “hospital”  attracted  throngs  of 
visitors  who  came  to  gape  at  the 
unfortunate  patients,  many  of  whom 
were  chained  to  their  beds  for  years 
on  end. 

In  1751,  a  group  of  American 
Quakers  established  Philadelphia 
Hospital,  the  first  institution  in  the 
Colonies  where  the  emotionally  ill 
were  viewed  as  sick  patients,  rather 
than  criminals  or  sinners.  Although 
Philadelphia  Hospital  was,  unfor¬ 
tunately,  like  Bedlam  with  visitors 
paying  admission  to  come  in  and 
view  the  patients  in  the  “Lunatick 
Wing,”  treatment  there  was  more 
humane  than  in  other  institutions 
of  the  time. 

One  physician  associated  with 
Philadelphia  Hospital  was  Benjamin 
Rush,  the  “father  of  American  psy¬ 
chiatry”  and  the  man  for  whom  Rush 
Medical  College  was  named.  Dr. 
Rush,  a  reformer  and  signer  of  the 
Declaration  of  Independence,  made 
the  greatest  impact  on  the  treatment 
of  the  emotionally  ill  of  any  single 
person  in  the  early  days  of  America. 
In  a  day  when  it  was  thought  that 
"madness”  was  the  result  of  dia¬ 
bolic  possession  or  retribution  for 
sins,  he  viewed  emotional  illness 
as  a  disease.  Despite  his  use  of 
some  bizarre  mechanical  devices 
as  therapy  (the  tranquilizer:  a  chair 
to  which  the  patient  was  strapped 
hand  and  foot;  and  the  gyrator:  a 
modification  of  a  circulating  swing, 
which  caused  blood  to  rush  to  the 
patient’s  head).  Rush  led  the  way 
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to  a  more  enlightened  treatment 
of  the  emotionally  ill.  In  contrast  to 
the  prevailing  notion  that  the  emo¬ 
tionally  ill  should  be  punished  for 
their  "sins,”  Rush  disapproved  of 
whipping  and  chaining,  insisting 
instead  on  humane  treatment, 
pleasant  surroundings,  and  respite 
from  stress.  He  encouraged  physi¬ 
cians  to  let  patients  talk  about  their 
problems,  foreshadowing  the  “talk 
therapy”  that  would  come  into  its 
own  in  the  20th  century. 

Modern  treatment  of  emotional 
illness  essentially  began  with  Sig¬ 
mund  Freud  and  psychoanalysis. 
Freud  and  his  colleague,  Viennese 
physician  Josef  Breuer,  became 
fascinated  with  “the  talking  cure” 
while  treating  a  21-year-old  woman 
who  had  developed  severe  psycho¬ 
somatic  symptoms  following  her 
father’s  death.  Breuer  was  amazed 
when  his  patient’s  symptoms  dis¬ 
appeared  as  she  talked  about  her 
problems.  In  1895,  Freud  and 
Breuer  published  a  book  detailing 
some  of  their  theories  on  how  the 
mind  can  affect  physical  symp¬ 
toms.  Titled  Studies  in  Hysteria, 
the  book  marked  the  beginning  of 
psychoanalysis. 

Although  Freud’s  ideas  were 
revised  and  developed  by  others 
who  followed  him,  psychoanalysis 
was  the  basis  for  most  treatment  of 
emotional  illness  for  many  years. 

Despite  the  fact  that  Dr.  Freud 
was  himself  a  physician,  as  psy¬ 
choanalysis  began  to  dominate  the 
practice  of  psychiatry  in  the  1920s 
and  30s,  the  treatment  of  emotional 
illness  became  largely  divorced 
from  medicine.  It  was  an  estrange¬ 
ment  that  was  not  to  last. 

A  major  breakthrough  occurred 
in  psychiatry  with  the  introduction 
of  anti-psychotic  drugs,  a  break¬ 
through  that  marked  the  beginning 
of  psychiatry’s  return  to  medicine. 
In  1931,  ah  Indian  physician  intro- 
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duced  reserpine,  a  drug  extracted 
from  rauwolfia  root,  for  use  with 
schizophrenics  (a  rauwolfia  root 
extract  had  been  part  of  Indian  folk 
medicine  for  centuries).  However, 
the  scientific  community  paid  little 
attention  to  this  first  anti-psychotic 
drug  until  the  50s,  when  a  French 
physician.  Dr.  Jean  Delay,  won  the 
Nobel  Prize  for  his  research  using 
a  drug  called  chlopromazine  (pre¬ 
viously  used  as  a  pre-surgical  sed¬ 
ative)  with  schizophrenic  patients. 
The  introduction  of  these  anti¬ 
psychotic  drugs,  or  neuroleptics, 
began  a  new  chapter  in  the  history 
of  psychiatry. 

Following  the  discovery  of  the 
first  neuroleptics,  a  number  of  drug 
companies  began  to  enthusiasti¬ 
cally  pursue  the  development  of 
additional  anti-psychotic  drugs.  As 
a  result,  the  drug  imipramine  was 
developed  and  given  to  a  Swiss 
psychiatrist  to  test  as  a  treatment 
for  schizophrenia.  When  he  found 
that  imipramine  actually  made 
schizophrenic  symptoms  worse,  he 
tried  the  drug  with  depressed  pa¬ 
tients.  Many  of  them  responded, 
and  imipramine  became  part  of  a 
new  category  of  psychiatric  drugs: 
antidepressants. 

Monoamine  oxidase  inhibitors 
(MAOI’s),  another  category  of  anti¬ 
depressant  drugs,  were  initially 
used  to  treat  tuberculosis.  These 
drugs  were  discovered  as  a  treat¬ 
ment  for  depression  in  the  late 
1950s,  when  it  was  observed  that 
many  TB  patients  taking  MAOI's 
were  becoming  surprisingly  happy. 

Another  psychiatric  drug,  lithium 
carbonate,  was  also  discovered  by 
accident.  In  the  late  40s,  Australian 
investigator.  Dr.  John  Cade,  was 
testing  lithium’s  effect  on  gout  when 
he  became  interested  in  the  drug’s 
calming  effect  on  experimental  ani¬ 
mals.  The  researcher  later  tested 
lithium’s  effect  on  manic  symp¬ 
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toms  in  humans,  with  favorable 
results.  Today,  lithium  is  used  with 
considerable  success  in  treating 
both  manic  and  manic-depressive 
patients. 

As  emotional  illnesses  yielded 
increasingly  to  drug  therapy  in  the 
’50s  and  ’60s,  the  notion  arose  that 
at  least  some  emotional  illnesses 
are  related  to  chemical  imbalances 
in  the  brain.  The  result  today:  psy¬ 
chiatry  and  medicine  are  coming 
together  once  more,  as  more  is 
learned  about  the  interrelationships 
of  mind  and  body. 

Drug  therapy  has  now  joined  psy¬ 
choanalysis  as  one  of  many  con¬ 
temporary  treatment  approaches  to 
emotional  illness.  Which  kind  of 
therapy  is  best?  It  depends.  The 
choice  of  a  therapy  or  therapies 
depends  on  the  person  and  the  na¬ 
ture  of  the  disorder— emotional 
illness  takes  many  forms. 

And  what  of  the  future?  The 
direction  that  psychiatry  will  take 
is  being  determined  in  the  present 
—knowledge  gained  through  cur¬ 
rent  research  will  be  implemented 
by  future  practitioners  being  trained 
today.  At  Rush-Presbyterian-St. 
Luke’s  Medical  Center  both  research 
and  education  are  approached  with 
a  balanced  emphasis  on  the  mind 
and  body.  Rush  investigators  are 
not  only  exploring  the  biology  of 
emotional  illness,  but  the  psychol¬ 
ogy  as  well.  They  are  not  only  test¬ 
ing  new  drugs  and  laboratory 
diagnostic  procedures,  but  com¬ 
paring  psychotherapeutic  tech¬ 
niques.  Psychiatric  residents  are 
trained  to  be  competent  psycho¬ 
therapists,  and  to  be  knowledgeable 
in  the  basics  of  psychopharma¬ 
cology.  Consistent  with  the  view 
that  the  mind  and  the  body  cannot 
be  separated  when  dealing  with 
emotional  illness,  the  emphasis  at 
Rush  in  both  research  and  education 
is  on  a  comprehensive  approach. 
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For  The  Emotionally  111,1 
A  Comprehensive  jj 
Approach 


According  to  one  government' 
estimate,  approximately  15  percent  | 
of  all  adults  in  the  U.S.  suffer  from  a  j 
serious  depressive  illness  at  any! 
given  time.  | 

It  can  be  a  killer.  More  than  28,000  i 
Americans  take  their  own  lives; 
every  year.  t 

It’s  common,  it’s  serious  and  it’s  I 
just  as  likely  to  affect  the  rich  as  the ! 
poor,  the  famous  as  the  obscure.; 
Some  of  the  most  prominent  fig-i 
ures  in  history  have  struggled  with,: 
the  hopelessness  of  depression.  At¬ 
one  point  in  his  life,  Abraham  Lin¬ 
coln  described  himself  as  "the  most  j 
miserable  man  living.  Whether  l| 
shall  ever  be  better’,’  he  wondered,' 
“I  cannot  tell;  I  awfully  forbode  I; 
shall  not.  To  remain  as  I  am  is  impos-:' 
sible.  I  must  die  or  be  better,  itl 
appears  to  mel’  :| 

Depression  is  more  than  feeling! 
sad.  It’s  an  all-engulfing  graynessJ 
A  fog  that  never  clears.  Constantij 
fatigue.  The  feeling  that  life  wil(| 
never  get  better.  Crying  at  littl^l 
things,  or  nothing.  Hating  yourselfjl 
despising  your  reflection  in  thgl 
mirror.  Forgetting  the  last  time  youl 
laughed.  Not  feeling.  Not  tastingj 
Not  sleeping.  || 

Depressed  people  are  paralyzed! 
by  indecisiveness,  feelings  oil 
worthlessness  or  guilt.  They  londj 
for  a  way  to  escape  from  the  deli 
mands  of  everyday  living.  Somel 
do  escape,  permanently,  with  cl 
bottle  of  sleeping  pills.  I 

What  is  this  disabling,  sometimejl 
terminal,  disease?  I 

One  thing  seems  to  be  clear-1 
depression  isn’t  just  one  disease.  I 


“Whether  I  shall  ever  be  better,  I  cannot  tell.  I  awfully 
forbode  I  shall  not.  To  remain  as  I  am  is  impossible. 

I  must  die  or  be  better. . 

Abraham  Lincoln 


1 

I 


i 

;  "You  might  call  it  psychological 
jBver,”  says  Jan  Fawcett,  M.D.,  the 
{Stanley  G.  Harris,  Sr,  Chairman  of 
he  Department  of  Psychiatry  at 
kush-Presbyterian-St.  Luke’s  Med- 
pal  Center.  “We’re  at  the  same  point 
low  as  when  physicians  discov¬ 
ered  that  fever  isn’t  a  disease,  but 
common  symptom  of  many  dis- 
ases— -we  now  think  that  the 
ymptoms  of  depression  are  com- 
pon  to  a  number  of  different 
Inesses.” 

Just  how  many  different  illnesses 
^  re  manifested  by  the  symptoms  of 
epression  is  not  yet  known.  In  the 
ast,  depression  has  been  clas- 
ified  into  two  major  categories; 
aactive  and  endogenous.  Reac- 
ve  depressions  were  thought  to 
e  psychologically-based— caused 
y  external  events,  such  as  the 
eath  of  a  spouse.  Endogenous 
egressions,  assumed  to  be  the 
asult  of  some  biologic  process, 

'  /ere  thought  to  come  from  within, 
aving  no  relationship  to  external 
I  vents. 

.  I  But  psychiatry  is  beginning  to 
I  jathink  those  categories,  as  more 
;  >  learned  about  the  relationship 

•  «tween  the  mind  and  body. 

:  Most  disabling  depressions.  Dr. 
:  awcett  maintains,  are  probably  the 

*  3sult  of  an  interplay  among  sev- 
:  ral  different  factors. 

I  There  is  increasing  evidence  that 
li  ach  individual’s  genetic  makeup 
i  i  roduces  varying  degrees  of  vul- 
I  erability  to  depression.  Troubling 
vents  during  the  developmental 
eriod  in  an  already  vulnerable 
erson’s  life  may  sensitize  him  or 
er  to  stress  in  life.  When  stressful 
vents  do  occur— physical  illness, 
larriage  conflicts,  job  pressures— 


in  Fawcett,  M.D.,  the  Stanley  G.  Harris,  Sr., 
lairman  of  the  Department  of  Psychiatry. 


they  can  trigger  depressions  that 
persist  after  the  stress  is  gone. 

"I  think  the  stress-vulnerability 
idea  is  a  good  way  to  look  at  it,’’  says 
Dr.  Fawcett. "Different  people  prob¬ 
ably  have  different  inherited  vul¬ 
nerabilities.  For  some  people,  a 
little  stress  can  cause  a  depression, 
while  there  are  probably  people 
who  can’t  develop  a  depression. 
And,  it  may  be  that  similar  stresses 
give  one  person  an  ulcer,  another 
person  a  heart  attack,  and  another 
person  a  depression.” 

Once  depression,  from  whatever 
cause,  has  taken  hold,  treatment 
may  range  from  a  single  mode  of 
intervention  to  a  variety  of  thera¬ 
pies  designed  to  help  the  patient  at 


different  stages,  as  the  following 
case  may  demonstrate. 

A  young  executive  (we  ll  call  him 
John)  began  getting  "bad  vibes”  at 
work.  He  felt  that  his  co-workers 
were  criticizing  him  behind  his 
back.  After  a  month  of  frustration 
over  this  perceived  criticism,  he 
suddenly  quit  his  job,  grew  increas¬ 
ingly  passive,  and  started  spending 
most  of  his  time  in  bed.  Even  when 
he  was  awake,  he  had  so  little 
energy  that  he  could  hardly  talk  and 
would  only  stare  out  into  space.  He 
gained  weight,  lost  all  desire  for 
sex,  and,  in  fact,  had  no  capacity 
for  pleasure  of  any  kind. 

When  his  desperate  wife  finally 
brought  him  to  Rush-Presbyterian- 
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St.  Luke’s  for  treatment,  he  already 
had  been  diagnosed  elsewhere  as 
a  paranoid  schizophrenic  and 
unsuccessfully  treated  with  heavy 
doses  of  neuroleptic  drugs  and 
tranquilizers.  After  a  series  of  psy¬ 
chiatric  evaluations  and  laboratory 
tests,  Rush  psychiatrists  diagnosed 
John’s  illness  as  depression.  They 
began  treating  him  with  tricyclic 
antidepressants.  After  four  weeks 
of  drug  therapy,  John  began  talk¬ 
ing,  smiling,  and  showing  initiative. 
His  sleep  disturbance  disappeared. 
He  felt  less  hopeless  and  looked 
alert  for  the  first  time  in  a  year. 
His  improvement  was  rapid  and 
dramatic. 

After  a  year  of  almost  total  non¬ 
functioning  before  coming  to  Rush, 
however,  he  was  apprehensive 
about  going  back  to  work.  Reha¬ 
bilitative  psychotherapy  was  be¬ 
gun  to  help  him  prepare  for  the 
process  of  looking  for  a  job.  As  he 
continued  to  improve,  his  role  as 
a  husband  began  to  change.  While 
he  was  sick,  his  wife  had  done 
everything  for  him  — she  even 
talked  for  him.  Now,  as  he  became 
less  passive  and  started  express¬ 
ing  opinions  once  again,  friction 
developed.  He  and  his  wife  began 
marital  therapy  in  an  effort  to  work 
out  the  conflicts  that  resulted  from 
their  rapidly  changing  roles. 

Today,  John  is  employed  and 
functioning  well  in  his  job.  His 
symptoms  of  depression  are  gone. 
He  is  no  longer  in  psychother¬ 
apy,  and  his  marriage  continues 
to  improve. 

John  is  typical  of  the  "non- 
responders”  treated  at  Rush- 
Presbyterian-St.  Luke’s  — patients 
who  have  not  been  helped  by  pre¬ 
vious  treatment.  But  a  large  per¬ 
centage  of  these  treatment- 
resistant  patients  are  helped  when 
they  come  to  Rush.  According  to 
Dr.  Fawcett,  this  success  with 
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difficult-to-treat  patients  is  not 
due  to  some  magical  therapy,  but 
to  a  comprehensive  approach 
to  treatment. 

“We  use  multiple  treatments,” 
says  Dr.  Fawcett.  “We  look  at  each 
patient  on  the  basis  of  the  indi¬ 
vidual  characteristics  of  his  or  her 
illness,  and  use  very  different 
approaches  with  different  patients’’ 

At  Rush,  the  options  for  treat¬ 
ment  or  combinations  of  treat¬ 
ments  include  drug  therapy,  psy¬ 
chotherapy  (talk  therapy),  and 
electro-convulsive  therapy,  for 
both  hospital  inpatients  and  out¬ 
patients  presenting  a  variety  of 
emotional  problems  in  addition  to 
depression. 

Although  drug  therapy  as  a  treat¬ 
ment  for  emotional  illnesses  was 
introduced  relatively  recently,  the 
idea  that  these  illnesses  have  a 
biological  component  and  there¬ 
fore  should  respond  to  medical 
treatment,  is  not  new.  As  a  physi¬ 
cian,  Sigmund  Freud  sought  for 
many  years  for  a  connection  be¬ 
tween  the  physiology  of  the  brain 
and  human  thought  processes.  Al¬ 
though  he  was  convinced  that  the 
mysteries  of  emotional  illness  had 
some  biologic  answers,  Freud  him¬ 
self  was  never  able  to  find  those 
answers.  In  the  meantime,  the 
“talking  cure”  he  made  famous 
came  to  dominate  the  treatment  of 
emotional  illness  — and  the  public 
understanding  of  psychiatry— for 
years  after  his  death. 

As  more  was  learned  about  the 
biochemistry  of  the  brain,  however, 
interest  grew  in  a  possible  link  be¬ 
tween  emotional  illnesses  and 
chemical  imbalances  in  the  brain. 
A  hypothesis  was  developed  that 
some  emotional  disorders  are  re¬ 
lated  to  imbalances  of  certain 
neuro-transmitters  in  the  brain 
called  catecholamines.  It  was 
found  that  drugs  which  increase 
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the  levels  of  catecholamines  in 
the  brain  can  sometimes  alleviate 
the  symptoms  of  depression, 
for  example. 

The  introduction  of  drug  therapy 
drastically  altered  the  treatment  of 
emotional  illness.  Many  patients 
who  formerly  would  have  been 
hospitalized  could  be  treated  on  an 
outpatient  basis  when  their  symp¬ 
toms  were  controlled  by  medica¬ 
tion.  Melvin  Prosen,  M.D.,  Asso¬ 
ciate  Chairman  of  the  Department 
of  Psychiatry,  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  and 
Associate  Professor,  Rush  Medical 
College,  explains  that  treatment 
with  medication  can  make  psy¬ 
chotherapy  more  effective.  “Once 
a  patient  feels  better,  he  or  she  can 
begin  to  work  on  resolving  some  of 
the  conflicts  that  may  have  contrib¬ 
uted  to  the  illness,”  Dr.  Prosen  says., 

Drug  therapy  is  particularly 
important  for  those  people  who  suf¬ 
fer  from  severe,  recurring  depres¬ 
sions.  The  suicide  rate  for  people 
with  serious,  chronic,  recurring 
depressive  disorders  has  beer 
estimated  to  be  as  high  as  25  peri 
cent.  For  these  people,  drug  therj 
apy  can  be  a  lifesaver. 

Most  severe  depressive  dis¬ 
orders,  explains  Sushil  Bagri,  M.D. 
Assistant  Professor,  Rush  Medicai 
College  and  Clinical  Director,  Acut^ 
Inpatient  Care  Unit,  are  currently 
treated  with  antidepressant  med' 
ication  in  one  of  three  groups;  tri 
cyclics  (which  induce  brain  con: 
centrations  of  the  neurotransmitte 
norepinephrine),  monoamine  oxi, 
dase  inhibitors  (which  enhance 
norepinephrine’s  physiologi',  . 
effects),  and  a  new  category,  tetral  i 
cyclics.  Tetracyclics  represent  at  i 
exciting  advance  in  the  drug  trea'  i 
ment  of  depression— they  appea  i 
to  be  as  effective  as  their  prede 
cessors  in  the  treatment  of  certai 
depressions,  and  they  have  ven 


T' 


“The  practice  of  psychotherapy  is  a  delicate  scientific 
art  and  our  studies  are  seeking  to  perfect  this  art.” 

Melvin  Prosen,  M.D. 


I 

Melvin  Prosen,  M.D.,  talks  with  new  psychi¬ 
atric  residents. 


few  side  effects.  Since  many 
’depressed  patients  have  discontin¬ 
ued  drug  therapy  in  the  past  be¬ 
cause  of  side  effects,  tetracyclics 
are  an  important  step  forward. 

Schizophrenia  is  treated  with  still 
janother  category  of  medication: 
ineuroleptics.  Neuroleptics  are 
non-sedative  drugs  used  to  reduce 
isuch  psychotic  symptoms  as 
hallucinations,  delusions,  abnormal 
thought  patterns,  and  bizarre 
speech.  Although  neuroleptic 
drugs  do  not  cure  schizophrenia, 
they  control  symptoms  well 
’enough  that  many  schizophrenic 
patients  are  able  to  function  in  a 
fairly  normal  way.  Before  the 
introduction  of  neuroleptics,  about 
j75-85  percent  of  all  schizo¬ 
phrenic  patients  had  to  be  hos¬ 
pitalized,  compared  to  about  10 
jpercent  today. 

Manic  illness,  or  the  manic 
phase  of  bipolar  illness,  is  primarily 
jtreated  with  lithium  carbonate.  This 
drug  effectively  controls  mood 
swings  in  70  percent  of  all  cases  of 
manic-depressive  illness.  Most  of 
the  other  30  percent  appear  to  be 
‘rapid-cycler”  patients  who  have  at 
least  four  significant  mood  swings 
3  year.  Although  there  is  not  yet  a 
oroven  treatment  for  these  people, 
osychiatrists  are  currently  testing 
an  anti-epileptic  medication  called 
sarbamazapine,  based  on  the 
lypothesis  that  some  people  with 
manic  depressive  symptoms  may 
lave  a  form  of  limbic  lobe  epilepsy 

( 


'  jSushil  Bagri,  M.D.,  examines  antidepressant 
!  medications  used  to  treat  severe  depressive 
f  disorders. 
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(emotions  are  controlled  by  the 
limbic  lobe  of  the  brain). 

Since  there  are  many  different 
drugs  within  the  broad  categories 
of  medication  for  emotional  ill¬ 
nesses,  the  problem  psychiatrists 
face  is  predicting  which  drug  will 
work  best  with  what  patient.  In  the 
past,  the  only  way  to  find  out  if  a 
drug  would  work  was  to  try  it. 
Sometimes  six  or  seven  drugs 
would  be  tried  before  an  effective 
medication  or  effective  dose  was 
found,  and  since  it  takes  several 
weeks  for  the  effects  of  a  drug  to 
appear,  valuable  time  was  lost. 

Hector  Sabelli,  Ph.D.,  M.D.,  Di¬ 
rector  of  the  Psychobiology  Labo¬ 
ratory  and  Assistant  Professor, 
Rush  Medical  College,  is  working 
to  overcome  this  problem.  He  is 
developing  a  clinical  laboratory  that 
will  make  it  possible  to  more  accu¬ 
rately  prescribe  treatment,  as  well 
as  make  an  initial  diagnosis. 

Already  the  laboratory  is  being 
routinely  used  to  measure  the 
amount  of  medication  in  a  patient’s 
blood  stream,  making  the  use  of 
drugs  more  accurate.  It  has  been 
found  that  some  people  don’t 
absorb  medication  very  well,  and 
require  a  much  higher  dosage  than 
would  normally  be  considered  a 
therapeutic  level.  Others  seem  to 
absorb  a  great  deal  at  a  very  low 
dose  — if  more  were  given  they  too 
would  not  respond.  By  measuring 
blood  levels  of  medication,  appro¬ 
priate  adjustments  of  dosage  can 
be  made. 

The  laboratory  is  also  being  used, 
on  an  experimental  basis,  to  diag¬ 
nose  what  appear  to  be  different 
subtypes  of  depression,  and  to 
predict  treatment.  (See  page  17.) 

Electroconvulsive  therapy  (ECT) 
as  a  treatment  for  psychiatric  dis¬ 
orders  fell  out  of  favor  for  many 
years  in  the  United  States.  But,  ECT 
has  been  rediscovered  as  a  treat¬ 
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ment  for  emotional  illness.  Not  only 
is  it  safe  and  painless,  ECT  is  the 
most  effective  treatment  for  certain 
types  of  patients. 

Some  patients  with  severe  affec¬ 
tive  disorders  are  so  depressed  that 
they  refuse  to  take  medication. 
They  may  endanger  their  health  by 
not  eating  or  drinking.  Others  are 
serious  suicidal  risks.  These  pa¬ 
tients,  along  with  those  who  for 
physical  reasons  can’t  take  or 
absorb  medication,  are  good  can¬ 
didates  for  ECT.  In  addition,  patients 
with  bipolar  illness  often  respond 
to  ECT. 

“Physicians  used  ECT  for  many 
years  without  understanding  how 
it  works,”  observes  Dr.  Bagri. 
“Now  we  know,  through  laboratory 
tests,  that  ECT  increases  the 
levels  of  norepinephrine  and  sero¬ 
tonin  in  the  brain,  and  thus  re¬ 
lieves  depression.’’ 

Modern  psychotherapy  is  a  “talk 
therapy’’  that  strives  not  only  to 
make  the  unconscious  conscious, 
but  to  go  back  in  time  and  uncover 
those  events  and  feelings  that  are 
affecting  the  way  we  act  today, 
based  on  the  assumption  that  if 
we  understand  our  feelings  and 
behavior,  we  can  do  something 
about  them. 

Although  modern  psychother¬ 
apy  evolved  from  the  psychoanaly¬ 
sis  developed  by  Freud,  it  has 
changed  a  great  deal  since  Freud’s 
day.  While  Freud  put  a  heavy 
emphasis  on  the  role  of  childhood 
experiences  and  impulses  in  con¬ 
trolling  human  behavior,  contem¬ 
porary  psychotherapy  focuses  on 
issues  of  self-esteem. 

“Now  we  look  at  the  develop¬ 
ment  of  current  feelings  and  how 
that  may  interfere  with  functioning,” 
says  Dr.  Prosen.  “If  a  patient  keeps 
repeating  self-defeating  behavior, 
it  is  usually  because  he  doesn’t 
value  himself  enough.  In  psycho¬ 
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therapy,  we  explore  why  and  try 
to  help  the  patient  develop  a  bet¬ 
ter  self-concept,  with  the  goal  of| 
changing  the  negative  pattern.; 
Insight  is  not  enough— we  mustjl 
encourage  people  to  do  things  dif-[ 
ferently.  It  takes  work.” 


A  significant  advance  in  recent  r 


years  has  been  the  extension  of . 
psychotherapy  beyond  the  indi-| 
vidual.  Dr.  Prosen  points  outf 
that  people  don’t  get  sick  in  a)' 
vacuum— there  is  usually  a  sick^’ 
family  involved  as  well.  “A  patient!, 
may  improve  in  individual  therapy,” 
he  says,  “but  deteriorate  when  he 
returns  to  his  family.”  Family 
therapy  is  aimed  at  dealing  with, 
this  problem.  \ 

Another  advance  has  been  th^ 
development  of  group  therapy.  This 
form  of  psychotherapy  is  helpful  tq 
those  people  with  problems  related 
to  social  interactions,  people  whc 
may  be  relatively  comfortable  ir 
one-to-one  situations,  but  not  in  s 
group.  Such  people  can  learn  tc 
interact  in  a  group  therapy  setting 
Within  these  general  categorie; 
of  psychotherapy,  innumerable  var 
iations  of  therapy  exist,  such  a^ 
cognitive  therapy,  which  attemptj 
to  change  behavior  by  alterinc  j 
incorrect  thought  patterns;  behav 
ior  modification  therapy,  whicf 
aims  at  changing  specific  behavion 
by  manipulating  environmental  anc 
behavioral  variables;  and  shor 
term  crisis-intervention  therapvj 
which  focuses  on  a  specific  pro 
lem,  such  as  recovery  from  a  di' 
vorce  or  death  of  a  spouse.  Thes( 
and  scores  of  other  therapies  are  ir, 
the  mainstream  of  treatment  toda 
With  a  variety  of  psychotherapeuti 
treatments  available,  psychiatrist 
need  to  be  able  to  determine  whic 
treatment  is  best  for  an  individu 
patient.  At  Rush,  psychiatrists  an 
conducting  research  in  an  attem 
to  identify  variables  which  maki 


iny  particular  treatment  effective. 

“Our  goal,”  says  Dr.  Prosen,  “is  to 
earn  how  to  train  people  to  do  the 
hings  that  help.  So  far,  the  research 
|>hows  that  the  crucial  dimension  in 
jherapy  is  the  quality  of  the  rela- 
ionship  between  the  therapist  and 
he  patient.  If  the  therapist  is 
3mpathetic  and  capable  of  forming 
1  warm,  professional  relationship, 
herapy  seems  to  help.  If  the  ther¬ 
apist  is  cold,  aloof  and  not  an 
ntrospective  person  himself,  ther¬ 
apy  doesn’t  seem  to  help.  The 
SDractice  of  psychotherapy  is  a  deli- 
;|iate  scientific  art,  and  our  studies 
jare  seeking  to  perfect  this  art.” 

1  Whatever  the  form,  psychother- 
lapy  is  an  important  part  of  the  proc¬ 
ess  of  treating  emotional  illness, 
pespite  their  usefulness,  drug 
jherapy  and  ECT  alone  are  often 
pot  enough.  Even  those  patients 
[  j/vho  respond  to  medication  or  ECT 
are  probably  in  need  of  some  form 
pf  psychotherapy.  As  one  Rush 
psychiatrist  points  out,  if  a  patient 
ioreaks  a  leg,  you  put  on  a  cast.  But 
pfterwards,  you  start  rehabilitation, 
i  One  businessman,  ill  for  six  years 
i/vith  manic-depression,  had  been 
j  jnresponsive  to  every  drug.  After  a 
^ush  psychiatrist  treated  him  with 
9lectroconvulsive  therapy,  his 
symptoms  cleared  up,  but  he  still 
wouldn’t  go  back  to  work.  He  wasn’t 
sad  anymore,  he  could  sleep 
through  the  night  for  the  first  time 
n  years,  but  he  wasn’t  comfortable 
around  people.  He  needed  psy¬ 
chotherapy  in  addition  to  other 
-  treatment  in  order  to  readjust  to  the 
mainstream  of  life. 

Depressed  people  are  depress¬ 
ing.  A  person  with  an  emotional  dis- 
crder,  whatever  the  cause,  tends  to 
jalienate  family  members,  quit  jobs 
or  get  fired,  fail  in  school  — 
generally  create  problems  and  con- 
iflicts.  Even  when  the  cause  of  the 
[amotional  illness  is  treated,  those 


‘As  a  psychiatrist,  my  effort  is  to  make  the  covert  overt, 
the  seemingly  bizarre  understandable,  to  point  out 
the  order  inherent  in  chaos  and  thus  make  life  bearable. 
One  man’s  suffering,  no  matter  when  or  where,  is  the 
concern  of  all  of  us.  We  are  indeed  our  brother’s 
keeper,  and  one  human’s  pain  is  the  pain  of  us  all.  For 
all  of  this,  the  time  is  always,  the  place  is  everywhere.” 

Jack  Weinberg,  M.D. 


problems  remain.  Psychotherapy 
can  help  a  person  start  working  on 
some  of  those  issues. 

Sometimes,  says  Dr.  Prosen, 
psychotherapy  is  necessary  before 
a  patient  will  take  medication. 

“If  you  have  a  patient  who  is  sus¬ 
picious  and  paranoid  and  thinks  the 
medication  you’ve  given  him  is  poi¬ 
son,”  he  says,  “it  can  be  an  effective 
dose,  but  he  won’t  take  it.” 

In  some  cases,  psychotherapy 
alone  may  be  the  only  appropriate 
treatment.  Not  all  emotional  prob¬ 
lems  respond  to  biological  treat¬ 
ment— for  some  people,  medica¬ 
tion  is  simply  not  very  helpful. 
These  people  just  have  difficulty 
living;  they  may  be  cranky,  or 
anxious,  or  hostile.  Psychotherapy 
can  help  such  a  patient  explore 
his  or  her  behavior,  identify  spe¬ 
cific  problems,  and  find  ways  to 
make  changes. 

“Even  if  medication  is  used,”  says 
Dr.  Prosen,  “one  of  our  basic  goals 
is  to  build  a  relationship  with  a  pa¬ 
tient.  We  form  a  therapeutic  alli¬ 
ance,  addressing  ourselves  to  the 
healthy  part  of  the  patient,  no 
matter  how  ill,  so  that  he  doesn’t 
feel  attacked.” 

Whatever  the  therapy  or  combi¬ 
nation  of  therapies,  the  choice  of  a 
setting  for  treatment  can  be  tre¬ 
mendously  important. 

Since  the  introduction  of  drug 
therapy,  the  need  for  hospitaliza¬ 
tion  of  emotionally  ill  patients  has 
decreased.  When  hospitalization  is 
necessary,  it  is  often  a  short-term 
measure  only.  At  Rush-Presbyte- 
rian-St.  Luke’s,  the  length  of  stay  in 
psychiatric  units  is  decreasing 
every  year.  Five  years  ago,  the 
average  length  of  stay  in  Rush  psy¬ 
chiatric  units  was  slightly  under  30 
days;  currently,  it  is  approximately 
20  days. 

Those  patients  who  are  admitted 
to  an  inpatient  psychiatric  unit  at 
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Rush  usually  have  severe  emo¬ 
tional  difficulties,  some  related  to 
medical  illnesses.  Many  are  deeply 
depressed— they  may  be  suicidal, 
or  they  can’t  eat,  or  sleep,  or  go  to 
work.  Some  are  psychotic— their 
delusions  and  hallucinations  pre¬ 
vent  them  from  distinguishing 
what  is  real  from  what  is  not. 

When  an  emotionally  ill  patient 
is  hospitalized  at  Rush,  psychia¬ 
trists  work  with  other  practi¬ 
tioners— nurses,  medical  special¬ 
ists,  psychologists,  social  workers, 
occupational  therapists,  chaplains, 
and  others— to  develop  a  special 
treatment  plan  especially  for  that 
patient.  Depending  on  the  patient 
and  the  nature  of  the  illness,  that 
plan  may  include  individual  psy¬ 
chotherapy,  group  therapy,  family 
therapy,  ECT  and/or  medication. 
Some  patients  participate  in  psy¬ 
chodrama  sessions,  led  by  psy¬ 
chiatric  nurses,  in  which  they  act 
out  their  feelings  by  portraying  life 
situations  in  a  controlled  setting. 
Occupational  therapists  evaluate  a 
patient’s  practical  living  skills  and 
then  work  with  the  patient  to  in¬ 
crease  those  abilities. 

Many  of  these  seriously  ill 
patients  are  able  to  improve  sig¬ 
nificantly  to  the  point  where  they 
need  treatment  only  on  an  out¬ 
patient  basis. 

The  majority  of  people  with  emo¬ 
tional  problems  usually  can  be 
treated  on  an  outpatient  basis. 
According  to  Dr.  Prosen,  “Many  of 
our  outpatients  are  people  who  can 
function,  but  don’t  feel  they’re  living 
up  to  their  potential  because  of 
anxiety,  depression,  or  phobias,  for 
example.  We  tend  to  empha¬ 
size  psychotherapy  with  these 
patients— seeing  them  on  an  indi¬ 
vidual  basis  to  explore  the  past  and 
find  out  what’s  getting  in  the  way  of 
functioning.” 

Continued  on  page  13 
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TYPES  OF  EMOTIONAL  ILLNESS 


Depression,  the  most  common 
affective  disorder,  is  discussed 
throughout  this  series  of  articles. 
Most  other  emotional  illnesses  fall 
into  one  of  the  following  categories: 

•  Bipolar  Illness 

•  Schizophrenia 

•  Organic  brain  syndrome 

•  Anxiety  disorders 

•  Personality  disorders 

•  Alcoholism 

Bipolar  Illness 

Bipolar  or  manic-depressive 
illness  is  an  affective  disorder  in 
which  the  patient  fluctuates  be¬ 
tween  a  manic  state  (characterized 
by  agitation,  excessive  elation, 
hyperactivity,  irritability,  rapid 
speech,  and  a  decreased  need  for 
sleep)  and  episodes  of  depression. 
These  dramatic  mood  changes 
seem  to  bring  out  radically  differ¬ 
ent  personalities.  An  individual  may 
feel  chronically  fatigued  during  a 
depressive  phase,  while  he  or  she 
is  bursting  with  energy  during  a 
manic  episode.  While  depressed, 
there  is  often  a  feeling  of  utter 
worthlessness:  when  manic,  of  in¬ 
flated  self-esteem.  The  manic- 
depressive  patient  may  lose  all 
interest  in  sex  during  the  depres¬ 
sive  stage,  and  become  sexually 
hyperactive  during  the  manic 
phase.  The  same  person  who  slept 
14  hours  a  night  during  a  depres¬ 
sive  episode,  may  sleep  only  four 
or  five  hours  a  night  following  a 
mood  change. 

There  is  evidence  that  manic- 
depressive  illness,  which  seems  to 
be  transmitted  in  families,  has  a 
biochemical  base.  Although  most 
people  with  this  disorder  respond 
to  drug  therapy,  not  all  patients 
respond  to  the  same  medication, 
which  leads  psychiatrists  to  believe 
that  manic-depression  itself  may 
have  various  subtypes. 

Schizophrenia 

Schizophrenia  is  the  second 
most  common  emotional  illness,  a 
chronic  disease  that  affects  thought 
processes,  emotions  and  behavior. 
The  symptoms  of  schizophrenia 
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vary  widely,  but  often  include  hal¬ 
lucinations,  delusions  of  persecu¬ 
tion,  incoherent  speech,  and 
illogical  thinking.  More  and  more 
researchers  are  agreeing  that 
schizophrenia  is  more  than  one 
disease,  probably  has  a  number  of 
causes,  and  was  overdiagnosed  in 
the  past  for  a  good  number  of  peo¬ 
ple  actually  suffering  from  affective 
disorders.  This  distinction  is  very 
important  because  schizophrenia  is 
a  chronic  illness  with  a  poor  out¬ 
look  for  recovery,  while  there  are 
some  very  good  treatments  for 
affective  disorders. 

Organic  Brain  Syndrome 

Organic  brain  syndromes  are 
those  which  seem  to  be  clearly  due 
to  physical  causes  such  as  senile 
dementia,  brain  tumors,  or  athero¬ 
sclerosis.  These  illnesses  are  char¬ 
acterized  by  memory  loss,  dis¬ 
orientation,  hallucinations  related 
to  smell  and  taste  (as  opposed  to 
the  auditory  and  visual  hallucina¬ 
tions  of  the  schizophrenic),  per¬ 
sonality  changes  and  impaired 
thinking.  Although  some  organic 
brain  syndromes  can  be  stopped  or 
reversed,  the  more  chronic  the 
illness,  the  more  difficult  to  treat. 

Anxiety  Disorders 

Phobias  and  panic  disorders, 
formerly  classified  as  neuroses,  are 
now  referred  to  as  anxiety  dis¬ 
orders.  A  phobia  is  a  marked  fear  of 
an  object  or  situation  which  often 
leads  to  an  increasing  restriction  of 
normal  activities.  Examples  are 
agoraphobia  (the  fear  of  going  out 
into  public)  and  claustrophobia  (the 
fear  of  closed  spaces). 

Phobias  are  treated  by  systemati¬ 
cally  desensitizing  the  patient  to  the 
object  of  his  or  her  fear.  Drug  ther¬ 
apy  also  is  being  used  increasingly 
for  phobias. 

Panic  disorders  can  be  recog¬ 
nized  by  symptoms  like  severe  anx¬ 
iety,  heart  palpitations,  butterflies 
in  the  stomach,  and  dizziness— 
when  a  physical  cause  has  been 
ruled  out.  Panic  disorders  respond 
to  anti-anxiety  drugs,  antide- 
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pressants  and  supportive  psycho¬ 
therapy. 

Similar  treatments  are  used  for 
obsessive-compulsive  disorders,  in 
which  a  person  is  driven  by  per¬ 
sistent,  involuntary  thoughts  to 
repeat  some  action  — like  con¬ 
stantly  washing  one’s  hands. 

Personality  Disorders 

A  set  of  repetitive  behaviors 
which  do  not  conform  to  social  ; 
norms  constitutes  a  personality 
disorder.  People  with  personality 
disorders,  unlike  those  with  other 
forms  of  emotional  illness,  often  do 
not  experience  much  internal  pain 
themselves  — they  inflict  it  on 
others.  These  are  the  people  who 
promise  and  don’t  deliver,  who 
manipulate  others  for  their  own 
needs,  who  seem  to  have  little 
sense  of  right  and  wrong.  Criminal 
behavior  is  often  associated  with  a 
personality  disorder. 

Psychotherapy  is  generally  used 
to  treat  patients  with  personality; 
disorders,  since  they  need  to 
understand  the  origins  of  their  be- 1 
havior,  unlearn  old  patterns  and! 
establish  new  ones.  Personality! 
disorders  are  often  difficult  to  treat; 
since  motivation  is  an  important! 
factor  in  recovery,  and  a  person! 
with  a  personality  disorder  often 
has  little  motivation  to  change. 

Alcoholism 

Alcoholism  is  a  chronic,  often 
debilitating,  disease  characterized 
by  excessive  and/or  compulsive 
drinking.  The  victim’s  dependence 
on  alcohol  is  usually  both  physio¬ 
logical  and  psychological.  Often, 
the  alcoholic  reaches  a  point  where 
he  cannot  function  in  daily  activi-l 
ties  without  consuming  alcohol.' 
Similarly,  the  alcoholic’s  body  mech-j 
anisms  may  become  so  depen¬ 
dent  on  the  presence  of  this 
addictive  drug  that  they  cannot 
function  properly  without  itj 
Alcoholism  can  result  in  otherj 
often  life-threatening,  diseases  in-|B 
eluding  cirrhosis  of  the  liver,  hearlB 
disease,  cancer,  pancreatitis,  ancj 
depression.  fl 


'Continued  from  page  11 
Some  of  the  patients  seen  on  an 
)utpatient  basis  at  Rush  have  more 
;evere  affective  disorders— they 
ire  chronically  depressed  or 
nanic-depressive  or  exhibit  some 
)reak  with  reality.  Many  of  these 
Datients  receive  psychotherapy 
vhile  their  symptoms  are  con- 
rolled  by  medication,  which  pre¬ 
sents  the  need  for  hospitalization, 
^ush  psychiatrists  also  use  elec- 
roconvulsive  therapy  on  an  out- 
Datient  basis  when  it  is  appropriate. 

For  those  patients  who  need 
nore  intensive  treatment  than  is 
)ossible  on  an  outpatient  basis,  but 
vho  are  not  ill  enough  for  full-time 
lospitalization,  there  is  another 
)ption— the  Alternative  Hospitali- 
;ation  Program.  Patients  in  Rush’s 
Xlternative  Hospitalization  Pro¬ 
gram  (formerly  the  Adult  Day  Hos- 
)ital)  receive  therapy  during  the 
fay,  while  still  carrying  on  many  of 
he  responsibilities  of  daily  living 
it  home  and  work  before  and  after 
reatment.  Some  patients  come  in 
wo  or  three  days  a  week,  while 
vorking  part-time  or  going  to 
;chool.  For  many,  the  program 
lerves  as  a  transition  from  hos- 
)italization  to  a  full-time  job 
)r  schooling. 

Like  the  inpatient  or  outpatient 
)rograms,  the  Alternative  Hos- 
)italization  Program  takes  a  com- 
Drehensive  approach  to  treatment 
)f  the  emotionally  ill.  In  each 
Drogram,  the  treatment  emphasis 
fepends  on  the  individual  patient 
i  ind  the  nature  of  his  or  her  illness. 

}  Training  the  Next  Generation 
Professionais 

:  Medical  education,  too,  is  recog - 
r‘  lizing  the  interrelationship  of  body 
!  ind  mind  in  the  preparation  of  the 
pj  iext  generation  of  physicians.  At 
^ush  Medical  College,  psychiatry 


“In  a  way  we  are  all  like  computers  and  all  computers 
have  incredible  systems  of  checks  and  balances. 
To  think  that  only  one  system  goes  wrong 
to  produce  depression  is  naive.” 

William  A.  Scheftner,  M.D. 


is  a  required  core  clerkship  for  all 
students  in  the  junior  or  senior 
year;  the  six-week  experience  em¬ 
phasizes  the  biological,  psycho¬ 
logical  and  social/environmental 
factors  that  contribute  to  a  patient’s 
illness.  In  addition,  the  four  year 
residency  training  program  for 
those  specializing  in  the  field  of 
psychiatry  blends  clinical  experi¬ 
ence  with  theoretical  teaching— 
which  is  balanced  in  its  emphasis 
on  the  biological  and  psychologi¬ 
cal  aspects  of  psychiatry. 

“There  are  two  different  lan¬ 
guages,”  explains  Dr.  Fawcett,  "the 
language  of  feelings  and  psychol¬ 
ogy,  and  the  language  of  pharma¬ 
cology  and  neurochemistry.  A 
psychiatrist  must  know  both.” 

Psychiatric  residents  at  Rush 
work  with  the  elderly,  drug  abus¬ 
ers,  alcoholics,  emotionally  ill  chil¬ 
dren  and  adults  and,  in  controlled 
situations,  with  the  criminally 
insane.  They  spend  time  with  hos¬ 
pitalized  patients  and  outpatients. 


They  also  work  with  the  Medical 
Center’s  Psychiatric  Consultation 
Liaison  Service. 

In  an  era  when  psychiatry  is 
beginning  to  re-emphasize  the 
importance  of  biology  in  emotional 
illnesses,  medicine  is  rediscovering 
the  importance  of  psychological 
issues  in  medical  illnesses.  Recog¬ 
nition  of  the  role  of  psychological 
factors  in  medical  illness  led  to  the 
establishment  at  Rush-Presbyterian- 
St.  Luke’s  of  the  Psychiatric  Con¬ 
sultation  Liaison  Service. 

This  service  provides  psychiatric 
care  for  patients  who  have  been 
hospitalized  for  medical,  rather 
than  emotional,  illnesses.  Available 
to  help  patients  with  the  emotional 
aspects  related  to  their  medical  and 
surgical  illnesses,  are,  in  addition  to 
psychiatric  residents,  attending 
psychiatrists  and  medical  students 
who  are  doing  their  clerkships  in 
psychiatry.  Stephanie  Cavanaugh, 
M.D.,  Associate  Professor  of  Psy¬ 
chiatry,  Internal  Medicine  and 


patients  with  medical  students  and  non¬ 
psychiatric  residents. 
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Stephanie  Cavanaugh,  M.D.,  discusses 
emotional  difficulties  experienced  by 
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Obstetrics  and  Gynecology,  who 
heads  the  program,  explains  that 
these  patients  may  include  people 
who  are  facing  death,  people  living 
with  chronic  pain,  people  who  are 
fighting  anxiety  before  surgery,  or 
people  like  Mr.  Jones  (not  his  real 
name),  the  high-powered  executive 
who  was  hospitalized  for  the  first 
time  in  his  life.  In  his  new,  uncom¬ 
fortable  role  as  patient,  he  was  no 
longer  in  complete  control  as  he 
was  in  his  office.  It  was  not  a  role 
that  he  liked.  It  made  him  angry.  He 
was  not  emotionally  ill,  but  his  angry 
outbursts  at  those  who  were  caring 
for  him  were  interfering  with  his 
treatment.  When  a  consulting  psy¬ 
chiatrist  was  called  in  to  talk  with 
him,  the  reasons  for  his  anger  came 
out,  and  a  plan  was  developed  for 
helping  him  deal  with  his  role  as  a 
patient. 

The  Psychiatric  Consultation 
Liaison  Service  is  a  valuable  re¬ 
source  in  helping  medically  and 
surgically  ill  patients  handle  emo¬ 
tional  difficulties.  But,  in  addition, 
says  Dr.  Cavanaugh,  primary  care 
physicians  need  help  in  learning 
to  recognize  and  deal  with  the  emo¬ 
tional  difficulties  of  their  medical 
and  surgical  patients. 

She  cites  the  case  of  a  woman 
with  breast  cancer  who  was  hos¬ 
pitalized  at  Rush  for  treatment.  Still 
a  young  woman,  she  was  dying. 
Depressed,  angry,  anxious,  she  wor¬ 
ried  about  leaving  her  small  chil¬ 
dren.  The  young  medical  student 
participating  in  her  care  recog¬ 
nized  her  emotional  turmoil,  but  was 
having  difficulty  helping  her  to  deal 
with  it. 

Two  things  were  apparent  in  this 
situation,  says  Dr.  Cavanaugh.  The 


Robert  G.  Zadylak,  M.D.,  director,  Medical 
Student  Education  in  Psychiatry. 
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patient  needed  emotional  help,  and 
the  medical  student  needed  help 
in  learning  to  give  it.  The  fact  that 
this  is  not  an  isolated  situation  is 
borne  out  by  statistics:  approxi¬ 
mately  30  to  40  percent  of  all  hos¬ 
pitalized  patients  are  depresssed, 
and  approximately  two-thirds  of  all 
hospitalized  patients  have  emo¬ 
tional  problems  secondary  to  their 
illnesses.  And,  says  Dr.  Cavanaugh, 
studies  have  shown  that  unless  they 
receive  special  training,  medical 
students  and  non-psychiatric  resi¬ 
dents  don’t  transfer  the  knowledge 
they’re  taught  about  psych iatry  and 
apply  it  to  medically-ill  patients. 

Because  the  problems  of 
medically-ill  patients  are  different 
from  those  of  psychiatric  patients, 
and  because  primary  care  physi¬ 
cians  have  a  hard  time  transferring 
psychiatric  knowledge  to  a  medical 
setting.  Dr.  Cavanaugh  has  set  up  a 
training  program,  funded  by  a 


National  Institute  of  Mental  Health 
training  grant,  to  teach  medical  I 
students  and  non-psychiatric  resi- 1 
dents  what  they  need  to  know  to 
deal  with  the  emotional  difficulties 
of  their  own  patients. 

In  addition  to  lectures,  video¬ 
tapes,  role-playing  and  seminars, 
regular  teaching  consultation  ses¬ 
sions  are  held  by  the  Department 
of  Psychiatry  for  primary  care  resi¬ 
dents  in  the  departments  of  medi¬ 
cine,  obstetrics,  family  practice,  and 
neurology.  In  these  sessions,  the 
trainees  present  the  cases  of  their 
own  problem  patients.  The  consult¬ 
ing  psychiatrist  then  interviews 
each  patient,  as  the  trainees 
observe.  Afterwards,  they  discuss  i 
what  went  on  in  the  interview  and 
how  the  patient  can  be  helped. 

"We  have  found,”  says  Dr.  Cavai 
naugh,  “that  there  is  a  significant! 
increase  in  medical  residents’ abilitv  i 
to  recognize  and  deal  with  patients; 
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“Talking  to  people  and  communicating  has  a  science 
to  it  But  it  doesn’t  happen  automatically  —  students 
must  have  role  models.  That’s  what  we’re  trying  to 

provide  for  them.’’ 

Robert  G.  Zadylak,  M.D. 


iemotional  problems  following  this 
jtraining.  It  has  also  been  found  that 
lif  residents  and  medical  students 
lare  not  given  this  training,  they 
factually  get  worse  at  recognizing 
and  dealing  with  these  problems 
jthan  they  were  at  the  beginning 
of  their  schooling.” 

Integrating  this  kind  of  teaching 
into  the  training  program  of  medical 
jstudents  and  non-psychiatric  resi- 
idents  is  essential,  says  Robert  G. 
jZadylak,  M.D.,  Director  of  Medical 
Student  Education  in  Psychiatry  at 
iRush. 

!  Dr.  Zadylak  notes  that  50  to  80 
jpercent  of  all  outpatients  treated 
|by  a  physician  in  a  general  prac- 
i  itice  and  30  to  60  percent  of  all 
linpatients  have  physical  complaints 
Irooted  in,  or  complicated  by,  emo- 
Itional  and  psychiatric  problems, 
i  Psychiatric  training  for  primary 
jcare  physicians  is  important,  he 
isays,  because  the  majority  of 
patients  with  emotional  problems 
are  being  treated  by  primary  care 
physicians,  most  of  whom  have 
had  little  or  no  training  in  this  area. 

“One  report  has  shown  that  the 
average  length  of  time  spent  deal¬ 
ing  with  a  patient’s  sleep  complaint 
is  ten  seconds— long  enough  for 
the  physician  to  prescribe  a 
sleeping  pill  or  tranquilizer.  Often, 
the  doctor  doesn’t  even  take  the 
time  to  ask  why  the  patient  isn’t 
sleeping.” 

The  problems  of  many  primary 
care  physicians  in  recognizing  and 
treating  their  patients’  emotional 
difficulties.  Dr.  Zadylak  suggests, 
can  be  linked  to  the  technological 
boom  in  medicine.  In  recent  years, 
most  medical  school  training  has 
been  geared  toward  learning  the 


<  William  A.  Scheftner,  M.D.,  displays  Rush's 
files  for  Psychobiology  Depression  Pro¬ 
gram  study. 


techniques  of  medicine,  he  says, 
while  emotional  issues  have 
been  neglected. 

“Talking  to  people  and  communi¬ 
cating  has  a  science  to  it,”  he  says. 
“But  it  doesn’t  happen  automati¬ 
cally— students  must  have  role 
models.  That’s  what  we’re  trying  to 
provide  for  them.” 

Research:  it  Equals  Hope 

Much  knowledge  has  been 
gained  since  Benjamin  Rush  asked 
himself  the  questions,  “How  do 
people  go  ‘mad?’,”  and  “Is  it  possi¬ 
ble  to  cure  madness?”  Thousands 
of  people  have  benefited  from 
research  efforts  of  the  past  in  the 
field  of  psychiatry.  But  there  is  much 
more  that  remains  to  be  learned. 

"Conceptually,  psychiatry  is 
about  where  microbiology  was 
around  the  turn  of  the  century,” 
says  William  A.  Scheftner,  M.D., 


Assistant  Professor,  Rush  Med¬ 
ical  College  and  Project  Director  at 
Rush  for  the  federally-funded  Psy¬ 
chobiology  Depression  Program. 
“We’re  just  beginning  to  classify.” 

Classification  of  various  subtypes 
of  depression  is  one  of  the  goals  of 
the  program,  a  major  collaborative 
study  involving  four  other  univer¬ 
sity  centers:  Harvard  Medical 
School,  Columbia  Presbyterian 
Medical  Center  (New  York),  the 
University  of  Iowa,  and  Washington 
University  (St.  Louis). 

“This  is  the  largest,  most  com¬ 
prehensive  study  of  the  clinical 
course  of  affective  disorders  ever 
done;’  says  Dr.  Scheftner,  “and 
we’re  already  starting  to  see  some 
big  results” 

As  part  of  the  study,  which  was 
begun  in  1978,  researchers  are 
closely  following  approximately 
1,000  depressed  people  for  two 
years,  observing  the  course  of  their 


illnesses.  A  meticulous  gathering 
of  data  includes  personality  testing, 
comprehensive  health  histories, 
interviews  with  as  many  close  fam¬ 
ily  members  as  possible,  examina¬ 
tion  of  psychosocial  systems, 
exhaustive  demographic  informa¬ 
tion  and  suicide  rates. 

“Most  importantly,’’  says  Dr. 
Scheftner,  “we’re  testing  for  the  first 
time  the  validity  of  certain  methods 
of  diagnosing  depression.  We’re 
trying  to  find  out  if  we  can  break 
depression  into  meaningful  sub¬ 
groups!’ 

People  with  depression  can  have 
a  number  of  different  symptoms, 
explains  Dr.  Scheftner,  and  it  may 
be  that  these  symptoms  can  be 
categorized  for  diagnostic  pur¬ 
poses.  Take,  for  example,  sleep  dis¬ 
turbance,  a  common  symptom  of 
depression.  It  could  be  that  a 
depressed  person  who  has  prob¬ 
lems  falling  asleep  is  more  easily 
treated  than  someone  who  wakes 
up  and  can’t  go  back  to  sleep.  It 
appears  that  the  two  different  kinds 
of  sleep  problems  may  be  symp¬ 
tomatic  of  two  different  kinds  of 
depression  and  need  to  be  treated 
differently.  Other  symptoms  may  be 
characteristic  of  additional  sub- 
types. 

In  the  past,  treatments  for  de¬ 
pression  have  been  used  on  a 
largely  trial  and  error  basis.  It  is 
hoped  that  when  the  study  is 
completed,  it  will  be  possible  to 
predict,  on  the  basis  of  a  thorough 
psychiatric  examination,  how  well 
patients  with  differing  subtypes 
of  depression  will  respond  to 
treatment. 

According  to  Dr.  Scheftner,  the 
diagnostic  criteria  developed  for 
the  study  have  already  established 
reliability  in  psychiatric  diagnosis. 

“Before  the  development  of 
these  criteria!’  he  says,  ’’if  you  got 
five  psychiatrists  from  the  United 
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States  and  England  together  and 
had  them  interview  the  same  pa¬ 
tient,  you  could  get  five  different 
diagnoses.  Terminology  was  very 
fuzzy.  However,  using  this  set  of 
criteria,  we  now  get  sureness  of 
diagnosis  as  good  as  that  of  radiol¬ 
ogists  and  pathologists!’ 

Other  aspects  of  the  study  are 
already  beginning  to  provide  re¬ 
sults.  The  measure  of  suicide  risk  is 
beginning  to  show  that  young  male 
alcoholics  with  so-called  endoge¬ 
nous  depression  are  at  the  greatest 
risk  of  suicide.  Data  on  psycho¬ 
social  support  systems  are  showing 
that,  even  taking  into  account  the 
element  of  genetic  history,  people 
with  strong  support  systems  get 
depressed  less  than  people  who 
don’t  have  such  support.  Strong 
patterns  of  inherited  affective 
illness  are  beginning  to  appear— it 
seems  clear  that  one-quarter  to 
one-third  of  the  close  relatives  of 
someone  with  manic-depressive 
illness  will  have  a  similar  disorder. 

Additional  results  are  hoped  for 
at  the  completion  of  the  study.  The 
researchers  hope  to  be  able  to  dis¬ 
tinguish  psychosocial  recovery 
from  symptomatic  recovery  in 
depression.  They  expect  to  know 
more  about  the  effect  of  personal¬ 
ity  variables  on  depression,  as  well 
as  the  relationship  of  specific  ge¬ 
netic  histories  to  depressive  illness. 

Although  the  Psychobiology 
Depression  Program  will  certainly 
not  answer  all  the  questions  about 
depression,  it  is  expected  to  un¬ 
cover  some  clues  as  to  what  has  to 
go  wrong  in  order  for  a  depression 
to  occur.  According  to  Dr.  Scheft¬ 
ner,  it’s  unlikely  that  one  factor 
alone  is  to  blame. 

“It  may  be  like  tuberculosis!’  he 
says.  “In  the  old  days,  nearly  every¬ 
one  was  exposed  to  TB,  but  only 
about  20  percent  of  the  population 
developed  the  disease.  The  impor¬ 
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tant  factors  seemed  to  be  nutrition, 
population  density,  age,  and  a  few 
other  variables.  A  similar  thing  may 
happen  with  depression.  Even  if  a 
person  is  genetically  predisposed 
to  it,  two  or  three  other  factors  may 
have  to  go  wrong  before  depres¬ 
sion  occurs. 

“In  a  way,  we’re  all  like  com-H 
puters!’  says  the  researcher,  “and 
all  computers  have  incredible  sys¬ 
tems  of  checks  and  balances.  To 
think  that  only  one  system  goes 
wrong  to  produce  depression  is 
naive!’ 

One  of  the  most  striking  mecha¬ 
nisms  to  go  awry  in  many  depres-i 
sions  is  the  ability  to  experience: 
pleasure.  Depressed  people  lose 
interest  in  food,  sex,  hobbies— 
everything  they  used  to  enjoy.  It 
was  a  symptom  common  in  so 
many  of  his  patients  that  Dr.  Faw¬ 
cett  decided  to  explore  the  capac¬ 
ity  to  experience  pleasure  as  a 
marker  for  certain  types  of  depres¬ 
sion.  He  teamed  up  with  David  C. 
Clark,  Ph.D.,  Instructor  in  the  De^ 
partment  of  Psychology  and  Psy¬ 
chiatry,  to  develop  a  pleasure  scale 
a  tool  for  measuring  a  person’s 
ability  to  experience  pleasure! 
They  came  up  with  some  startlinc 
findings. 

Although  it  was  found  that  al¬ 
most  all  depressed  people  lose 
some  of  their  capacity  for  pleasure  i 
about  20  percent  of  the  depressec  ' 
patients  they  measured  scorec 
zero  or  close  to  zero  on  the  plea:  : 
sure  scale.  It  was  as  if  a  switch  hac 
been  turned  off.  A  pleasure  switch  i 

“Many  researchers  believe  tha 
there  is  a  mechanism  in  the  brail 
which  doses  you  with  feelings  o 
pleasure  when  nice  things  happen’ 
says  Dr.  Clark.  “That  would  explaif 
why  some  depressed  people  can 
seem  to  get  any  pleasure  out  c 
things  they  used  to  enjoy— it  ma' 
be  that  their  pleasure  centers  an 
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“Different  people  probably  have  different  inherited 
vulnerabilities.  For  some  people,  a  little  stress  can 
cause  a  depression,  while  there  are  probably  people 

who  can’t  develop  a  depression.” 

Jan  Fawcett,  M.D. 


David  C.  Clark,  Ph.D.,  checks  computer 
)rintouts  for  depression  study. 

_ 

ihut  down. 

“This  scale  may  be  another  way 
)f  identifying  different  subtypes  of 
iepression,”  he  adds.  “What  we’re 
rying  to  find  out  now  is  if  the  peo- 
)le  whose  pleasure  centers  are 
iwitched  off  will  respond  best  to 
nedication.  We  already  have 
;ymptomatic  distinctions  among 
jiepressions.  What  we  have  to 
lind  out  now  is  what  they  mean 
biologically.” 

The  human  capacity  for  pleasure 
3  potentially  a  key  to  how  psychol- 
)gy  and  biology  interact.  Learning 
las  been  an  increasing  focus  in 
!  )sychotherapy  in  recent  years  — 
)ased  on  the  idea  that  our  feelings 
ind  behavior  are  learned.  Much  of 
psychotherapy  is  geared  toward 
helping  patients  learn  new  emo- 
i  ional  and  behavioral  patterns.  Dr. 
j-awcett  explains  that  the  capacity 
iiOr  pleasure  can  be  an  important 
element  in  the  learning  process. 

>  “If  a  person  can’t  experience 
pleasure”  says  Dr.  Fawcett,  “how 
pan  he  learn?  He  has  no  capacity 
jor  positive  reinforcement.  The 
concept  of  the  pleasure  scale  is  an 
ittempt  to  look  at  the  interface 
)etween  learned  behavior  and 
leurochemical  function.  It’s  a 
nind/body  problem.” 

Investigating  subtypes  of  de- 
Dression  biologically  is  one  of  the 
joals  of  research  in  an  area  of  psy¬ 
chiatry  called  psychopharmacol- 

m- 

Although  psychiatrists  are  learn- 
ng  a  great  deal  about  the  myster- 
es  of  depression  by  looking  at  the 
disease  on  the  basis  of  symptoms, 
idditional  secrets  are  being 
jnlocked  through  research  into  the 
Diochemistry  of  the  brain. 

'  One  widely  held  hypothesis 


posits  two  major  categories  of  de¬ 
pression;  the  first  caused  by  a  defi¬ 
ciency  of  a  substance  in  the  brain 
called  norepinephrine,  and  the 
second  caused  by  a  deficiency  of 
another  substance,  serotonin. 
According  to  this  categorization,  a 
person  with  symptoms  of  psy¬ 
chomotor  retardation  and  exces¬ 
sive  sleep  has  a  norepinehrine 
deficiency,  while  a  person  who  is 
severely  agitated,  anxious  and  can’t 
sleep,  has  a  serotonin  deficiency. 

Hector  C.  Sabelli  is  testing  the 
possibility  that  still  another  sub¬ 
stance  could  be  a  crucial  mech¬ 
anism  in  determining  whether 
someone  develops  a  depression. 
The  substance  is  called  phenyleth- 
ylalamine,  or  PEA. 

“We  have  found  evidence  that 
PEA,  which  is  chemically  similar  to 
amphetamine,  is  a  normal  com¬ 
ponent  of  the  brain.  We  think  that 
certain  forms  of  depression  may  be 
due  to  a  lack  of  PEA,  while  manic 
episodes  may  be  due  to  an  excess 
of  PEA,”  the  psychopharmacologist 
says. 
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By  measuring  the  excretion  of 
this  substance  in  urine  samples.  Dr. 
Sabelli  and  his  co-workers  have 
found  that  many  depressed  pa¬ 
tients  are  low  in  PEA,  while  almost 
all  manic  patients  are  high  in  PEA. 
Not  all  depressed  patients  have 
PEA  deficits,  however,  and  not  all 
patients  respond  to  the  same  anti¬ 
depressant  medications. 

Based  on  their  findings,  re¬ 
searchers  at  Rush  have  postulated 
that  there  are  at  least  two  different 
kinds  of  depression,  one  of  which 
is  thought  to  be  related  to  a  deficit 
of  PEA.  (Other  depressions  are 
thought  to  be  related  to  a  defi¬ 
ciency  of  methoxyhydroxyphenyl- 
glycol,  or  MHPG,  as  evidenced  by 
research  in  which  Dr.  Fawcett  par¬ 
ticipated  in  the  mid-60s). 

Although  it  would  seem  logical 
to  treat  a  depressed  person  with  a 
PEA  deficit  by  replacing  PEA,  it  has 
been  found  that  the  liver  and  intes¬ 
tines  destroy  the  substance  very 
quickly  and  the  beneficial  effects 
last  for  only  a  few  minutes.  How¬ 
ever,  says  Dr.  Sabelli,  it  has  also 
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Hector  Sabelli,  Ph.D,,  M.D.,  discusses  re¬ 
search  on  phenylethylalamine  with  Javaid 
Javaid,  Ph.D.,  of  the  Illinois  State  Psychi¬ 
atric  Institute,  a  consultant  to  the  psycho¬ 
biology  laboratory. 

been  discovered  that  a  normal 
amino  acid  found  in  some  foods, 
called  phenylalanine,  is  trans¬ 
formed  into  PEA  in  the  body. 

Theorizing  that  some  depressed 
patients  don’t  transform  enough  of 
this  substance  to  PEA,  researchers 
at  Rush  have  recently  begun  to 
treat  a  small  sample  of  depressed 
patients  with  a  dietary  supplement 
of  phenylalanine  in  the  first 
clinical  trial  of  the  substance  in  the 
United  States. 

PEA  research  is  just  one  aspect 
of  emerging  knowledge  which  is 
rapidly  expanding  in  the  area  of 
psychopharmacology — knowledge 
that  holds  promise  for  dramatic 
improvements  in  the  diagnosis  and 
treatment  of  emotional  illness. 

Although  psychiatrists  can  often 
diagnose  certain  subtypes  of 
depression  according  to  the 
descriptive  criteria  developed  for 
the  Collaborative  Depression  Proj¬ 
ect,  the  confirming  usually  is  done 
in  the  laboratory. 

An  example  of  a  laboratory  pro¬ 
cedure  performed  for  diagnostic 
purposes  is  the  dexamethason  test, 
which  is  used  to  uncover  endocrine 
system  dysfunction  in  depressed 
patients.  It  has  been  found  that 
endocrine  function  is  abnormal  in 
many  people  with  biochemically- 
based  depressions.  Endocrine 
system  dysfunction  can  be  de¬ 
tected  by  administering  a  dose  of 
the  steroid  dexamethason.  If  dexa¬ 
methason  suppresses  production 
of  a  hormone  called  cortisol,  the 
patient’s  endocrine  system  is 
functioning  normally.  If  not,  the 
endocrine  system  is  functioning 
abnormally,  indicating  that  the  pa¬ 
tient’s  depression  has  a  strong 


biological  component  and  will 
probably  respond  best  to  drug 
therapy. 

Another  procedure,  the  stimulant 
test,  appears  to  distinguish  two 
kinds  of  depression  which  respond 
to  different  drug  treatments.  There 
is  evidence  that  when  a  stimulant 
drug  is  administered  to  a  depressed 
patient  and  the  symptoms  of  de¬ 
pressions  immediately  improve, 
that  patient  is  most  likely  to  respond 
to  the  tricyclic  antidepressant 
called  imipramine. 

The  patient  who  doesn’t  respond 
is  most  likely  to  respond  to  another 
tricyclic  antidepressant  called 
amtriptyline.Thestimulanttestwas 
developed  by  Dr.  Fawcett  about 
15  years  ago  when  he  did  a  study 
using  amphetamines  as  a  stimulant. 
More  recently.  Dr.  Sabelli  has  done 
further  work  using  the  drug  Ritalin® 
as  a  stimulant.  Both  stimulants 
have  proved  useful  in  many  cases 
for  predicting  response  to  drug 
treatment. 

In  addition  to  the  Psychobiology 
of  Depression  Program,  psychia¬ 


trists  at  Rush  are  participating  in 
another  major  collaborative  project 
called  the  Psychotherapy  of; 
Depression  study.  The  goal  of  the 
three-year  project,  also  funded  by, 
the  National  Institute  for  Mental 
Health,  is  to  find  out  what  forms  of 
therapy  work  best  for  different 
kinds  of  depressed  patients. 

Two  different  types  of  psycho¬ 
therapy  are  being  compared  to 
drug  treatment.  Cognitive/be¬ 
havior  therapy  is  based  on  the 
theory  that  depression  is  caused 
by  faulty  ways  of  taking  in  informa-* 
tion.  Interpersonal  therapy  draws  a 
connection  between  interpersonal 
disturbances  and  depression.  M 
may  be  that  certain  subtypes  ol 
depression  respond  better  to  one  ( 
or  the  other  of  these  therapies,  i  ? 

“The  struggle  is  to  know  when  \ 
to  use  the  different  therapy  con-; ; 
cepts,”  says  Dr.  Fawcett,  “anc; 
to  learn  how  to  take  the  besi; 
from  each.”  | 

Even  though  certain  treatment'  * 
may  be  more  appropriate  for  some  ^ 
types  of  emotional  illness  thaitj 
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Dthers,”  says  Dr.  Fawcett,  “in  gen- 
sral  we’re  finding  evidence  that 
jsing  psychotherapy  and  medica- 
■  lion  together  is  more  effective  than 
‘sither  one  alone.” 

As  more  is  learned  about  the  link 
ioetween  mind  and  body,  as  new 
pains  are  made  in  the  field  of  psy- 
bhopharmacology,  as  diagnostic 
[  and  psychotherapeutic  techniques 
bre  refined,  the  evidence  mounts 
ihat  psychiatry  is  truly  entering  a 


Charting  the  Labyrinth: 
The  Subspecialties 


ii  Knowledge  has  become  so  spe- 
Ipific  about  different  types  of  emo¬ 
tional  illness  in  the  past  few  decades 
':hat  a  number  of  subspecialties  are 
forming  around  these  new  bodies 
of  knowledge. 

Among  those  which  have  devel- 
Ihped  at  Rush  are:  child  and  ado- 
]\'escent  psychiatry,  alcoholism 
treatment,  forensic  psychiatric, 
I  knd  geriatric  psychiatry. 

Children  and  Adolescents 


1  They  found  him  on  the  floor  after 
j  ne  had  tried  to  hang  himself  from  a 
J  A/aterpipe.  He  was  14  years  old. 

‘  Ever  since  his  father  died  when  he 
A/as  nine,  he  had  been  living  with 
^  lis  stepmother,  who,  in  turn,  was 
''  iving  with  another  man.  Believing 
'hat  no  one  really  cared  about  him, 
'  ie  had  become  more  and  more 
J  despondent.  It  was  after  a  particu- 
'  arly  vicious  fight  with  his  step¬ 


it 


^  ^eter  Fink,  M.D.,  demonstrates  puppets 
Jsed  in  treating  emotionally  disturbed 
“  children. 


“Many  researchers  believe  that  there  is  a  mechanism 
in  the  brain  vyhich  doses  you  with  feelings  of  pleasure 
when  nice  things  happen.  This  would  explain  why  some 
depressed  people  can’t  seem  to  get  pleasure  out  of 
things  they  used  to  enjoy— it  may  be  that  their  pleasure 

centers  are  shut  down.” 

David  C.  Clark,  Ph.D. 


new  age.  Psychiatry  is  also  return¬ 
ing  to  medicine,  as  it  becomes 
increasingly  apparent  that  many,  if 
not  all,  emotional  illnesses  are 
somehow  related  to  biologic  proc¬ 
esses.  At  the  same  time,  medicine 
is  exploring  the  intriguing  connec¬ 
tion  between  the  emotions  and 
medical  illness. 

“We  believe  that  you  can’t  be 
purely  biological  and  medical 
and  be  a  good  physician,”  says 


Dr.  Fawcett.  “By  the  same  token, 
you  can’t  be  purely  psychological 
and  be  a  good  psychiatrist.” 

At  Rush-Presbyterian-St.  Luke’s, 
the  old  barriers  between  mind  and 
body  are  being  broken  down,  as 
psychiatrists  put  into  practice  a 
comprehensive  approach  to  treat¬ 
ment,  education,  and  research. 
The  result;  a  brighter  prospect  for 
those  who  suffer  the  pain  of  emo¬ 
tional  illness. 


mother  that  he  tried  to  kill  himself. 
He  was  brought  to  Rush  for  med¬ 
ical  treatment  and  was  eventually 
enrolled  in  the  Alternative  Hospi¬ 
talization  Program  (see  page  20), 
where  it  was  determined  that  his 
suicide  attempt  was  the  result  of  a 
major  depressive  episode  stem¬ 
ming  from  a  chronic  problem  in 
maintaining  his  sense  of  self¬ 
esteem.  His  emotional  difficulties 
were  diagnosed  as  being  mainly 
due  to  environmental  causes,  and 


he  was  treated  with  various  forms 
of  psychotherapy.  It  wasn’t  long 
before  he  was  able  to  go  to  live  with 
an  uncle  who  genuinely  cared  for 
him,  return  to  school,  and  get  a 
part-time  job.  He  stopped  trying  to 
take  his  own  life. 

Suicidal  behavior  is  one  of  the 
most  common  problems  treated  in 
the  Child/Adolescent  Program  at 
Rush.  Other  common  problems  are 
depression,  delinquent  behavior, 
drug  or  alcohol  abuse,  and  “totally- 
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out-of-control”  behavior,  says  Peter 
Fink,  M.D.,  director  of  the  program, 
and  assistant  professor  of  pedi¬ 
atrics,  Rush  Medical  College. 

According  to  Dr.  Fink,  while  ten 
to  15  percent  of  all  psychiatric 
pathology  in  children  is  due  to 
hyperactivity,  depressive  illness, 
and  all  other  pathologies,  90 
percent  is  due  to  developmental 
issues— problems  that  appear  to  be 
environmental,  rather  than  organic, 
in  origin. 

Because  of  the  nature  of  their 
problems,  treatment  of  young  peo¬ 
ple  differs  from  that  of  adults.  Drug 
therapy  is  used  much  less  fre¬ 
quently.  And  a  great  deal  of  empha¬ 
sis  is  placed  on  working  with  the 
child’s  family. 

"We  often  have  to  treat  the  par¬ 
ents  as  well,”  says  Dr.  Fink.  “If  the 
family  won’t  cooperate,  it  makes 
things  much  more  difficult.  Work¬ 
ing  with  children  means  working 
with  at  least  two  or  more  people.” 

Depending  on  the  severity  of 
their  illness,  emotionally  disturbed 
youngsters  may  be  treated  on  an 
inpatient  or  outpatient  basis.  One 
outpatient  option  is  the  Children’s 
Day  Hospital  and  School,  underthe 
direction  of  Gracia  Guise,  M.S.,  for 
youngsters  age  three  to  12.  Patients 
enrolled  in  the  Day  Hospital  have 
access  to  all  the  treatment  resources 
provided  on  an  inpatient  unit,  but 
are  not  considered  ill  enough  to  be 
hospitalized  overnight. 

Staffed  by  teachers  from  the 
Chicago  Board  of  Education,  psy¬ 
chiatric  social  workers,  psychia¬ 
trists,  and  nurses,  the  Day  Hospital 
program  combines  psychiatric  ther¬ 
apy  with  academic  work.  Half  of 
each  day  is  spent  on  schoolwork, 
the  other  half  in  various  types  of 
therapy  and  recreation.  When  a 
child  has  made  enough  progress, 
he  or  she  may  return  to  a  neigh¬ 
borhood  school,  returning  fre¬ 
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quently  for  outpatient  follow-up 
treatment. 

Teenagers  over  the  age  of  1 3  who 
are  not  ill  enough  to  be  hospital¬ 
ized,  but  who  need  more  extensive 
treatment  than  is  possible  on  an 
outpatient  basis,  may  be  enrolled 
in  the  Alternative  Hospitalization 
Program.  Like  the  Children’s  Day 
Hospital,  the  Alternative  Hospital¬ 
ization  Program  allows  patients  to 
come  to  the  Medical  Center  for 
treatment  during  the  day  and  return 
home  in  the  afternoon.  Some  trou¬ 
bled  adolescents  enroll  in  the  pro¬ 
gram  as  a  transition  from  hospitali¬ 
zation.  Others  come  directly  to  the 
program  after  parents  or  teachers 
begin  to  notice  symptoms  of  with¬ 
drawal,  fear,  isolation,  stealing,  or 
avoiding  school.  The  program  is 
flexible  enough  to  accommodate 
different  situations— some  patients 
come  in  from  two  to  four  days  a 
week  and  go  to  school  or  work 
part-time  the  rest  of  the  week. 

Although  there  is  a  big  difference 
in  expectation  of  recovery  for  chil¬ 
dren  and  adults  (Dr.  Fink  points  out 
that  most  adults  have  had  a  history 
of  functioning,  while  psych iatrically- 
disturbed  children  often  have  never 
functioned  well),  many  youngsters 
treated  at  Rush-Presbyterian-St. 
Luke’s  improve  significantly.  Like 
the  girl  who  suffered  with  such 
intense,  chronic  stomach  pain  that 
she  didn’t  go  to  school  for  two  and  a 
half  years.  At  age  11,  depressed, 
hopeless,  suicidal,  she  was  re¬ 
ferred  to  Rush.  Diagnosed  as  hav¬ 
ing  an  acute  major  depressive 
disorder  as  well  as  a  chronic  milder 
depression,  she  was  first  hospital¬ 
ized  and  then  enrolled  in  the  Alter¬ 
native  Hospitalization  Program, 
where  she  was  treated  with  anti¬ 
depressants  and  various  forms  of 
psychotherapy.  She  started  going 
to  school  at  the  Day  Hospital,  and 
was  eventually  able  to  enroll  in  col¬ 
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lege.  Today,  although  her  life  is  not 
perfect,  she  is  functioning.  At  14, 
she  was  hopeless.  Today,  like  many 
other  young  people  treated  at 
Rush,  she  has  hope. 


Alcoholism 


It’s  a  big  problem,  and  getting 
bigger.  Alcoholism  now  ranks 
among  major  health  problems  in 
the  U.S.— only  heart  disease  and 
cancer  will  claim  more  lives  this 
year.  Cirrhosis  of  the  liver  (usually 
caused  by  alcoholism)  is  the  sev¬ 
enth  leading  cause  of  death  in  the 
U.S.  Alcoholism  has  been  impli¬ 
cated  in  many  cases  of  heart  disease, 
pancreatitis,  depression  and  other 
emotional  problems,  and  fatal 
accidents.  A  recent  study  found  that 
22  percent  of  American  families 
have  been  troubled  by  alcohol- 
related  problems,  nearly  twice  the 
number  reported  less  than  ten 
years  ago.  Estimates  on  the  num¬ 
ber  of  alcoholics  in  the  U.S.  range 
from  nine  to  13  million.  A  1975 
study  by  the  National  Institute  o 
Alcohol  Abuse  and  Alcoholis 
puts  the  economic  cost  of  alcoho 
abuse  at  $42.9  million.  What  can-f 
not  be  measured  is  the  pain  o| 
broken  marriages,  ruined  careersj 
emotional  difficulties,  and  unhapp 
childhoods  related  to  the  diseas 
of  alcoholism. 

Treatment  of  alcoholism  ha^ 
changed  through  the  years,  pointy 
out  Vincent  Pisani,  Ph.D.,  directo 
of  the  Alcohol  and  Substanc 
Abuse  Program  in  the  Departmen 
of  Psychiatry  and  assistant  pro 
fessor.  Rush  Medical  College.  “I 
the  early  days  of  our  country,”  h 
says,  “alcoholics  were  taken  can 
of  by  religious  groups,  becaus 
alcoholism  was  considered  to  b( 
a  moral  problem.  Other  approache: 
have  ranged  from  ‘drying  them  ou 
to  aversion  therapy,  giving  alco 
holies  a  drug  that  will  make  then 


I 

I  ijeffrey  M.  Tilkin,  M.D.,  medical  director, 
I  jAlcohol  and  Substance  Abuse  Program. 


i 

:  sick  if  they  take  a  drink.” 

At  Rush,  alcoholism  is  treated 
!»rt/ith  what  is  called  a  multidiscipline, 
imileu-oriented  approach.  Medical 
bare  is  combined  with  education 
labout  the  effects  of  alcohol,  as  well 
las  with  individual,  group  and  family 
jtherapy.  An  emphasis  is  placed  on 
jthe  peer  model,  similar  to  that  used 
by  Alcoholics  Anonymous.  (Inter¬ 
estingly,  the  co-founder  of  AA, 
;:jRobert  Smith,  M.D.,  or  “Dr.  Bob,” 
j»A/as  a  1910  graduate  of  Rush 
I  Medical  College.) 

'  “Many  alcoholics  have  an  author- 
.  ity  problem,”  says  Dr.  Pisani,  “and 
it’s  been  found  that  the  peer 
approach  seems  to  have  a  much 
greater  impact  than  the  traditional 
doctor/patient  relationship.” 

I  Most  alcoholic  patients  at  Rush 
i  iare  initially  treated  as  inpatients  and 
'  jthen  followed  up  on  an  outpatient 
:  I  basis.  When  a  patient  is  admitted  to 
ithe  inpatient  rehabilitation  unit  at 

I I  Rush’s  Sheridan  Road  Hospital,  he 
jor  she  is  given  a  comprehensive 
I  work-up,  including  a  physical  exam, 
Ijand  psychiatric  and  alcoholism 
‘  jassessments.  On  the  basis  of  those 
I  tests,  an  individual  treatment  plan 
!  is  set  up  and  the  patient  is  assigned 
j  to  an  attending  psychiatrist,  an 

alcoholism  counselor  and  a  pri¬ 
mary  nurse. 

The  first  phase  of  a  treatment  plan 
involves  dealing  with  any  psy- 
I  chophysiological  complications  of 
I  the  illness.  Appropriate  medication 
j  is  prescribed  when  indicated.  At 
the  same  time,  the  patient  enters 
ijan  education  program  on  the  use 
and  effects  of  alcohol,  and  indi¬ 
vidual,  group  and  family  therapy 
jsessions  are  begun, 
j  “We  ask  the  family  to  take  an 


“In  the  early  days  of  our  country,  alcoholics  were  taken 
care  of  by  religious  groups  because  alcoholism  was 

considered  to  be  a  moral  problem” 

Vincent  Pisani,  Ph.D. 


active  part  in  the  treatment  pro¬ 
cess,”  says  Dr.  Pisani,  “and  we  also 
attempt  to  involve  the  employer, 
with  the  patient’s  permission.” 

“There  is  increasing  evidence 
that  there  are  a  number  of  subtypes 
of  alcoholism,”  says  Jeffrey  M.  Til- 
kin,  M.D.,  medical  director  of  the 
program,  and  assistant  professor. 
Rush  Medical  College.  “Although 
there  are  no  absolute  discrimi¬ 
nators  of  one  type  from  another, 
some  variables  appear  to  be  treat¬ 
ment  responses,  family  history,  age 
of  onset,  and  sex.” 

For  example,  he  explains,  there 
is  evidence  that  men  become 
alcoholics  at  a  younger  age  than 
women,  but  that  women  alcoholics 
deteriorate  much  more  quickly.  It 
also  appears  that  about  30-40 
percent  of  all  alcoholism  has  a 
hereditary  loading  factor— in  100 
alcoholics,  there  is  a  35  percent 
incidence  of  alcoholism  in  their 
families. 
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Vincent  Pisani,  Ph.D.,  director.  Alcohol  and 
Substance  Abuse  Program,  Department  of 
Psychiatry. 
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Carl  Aagesen,  D.O.,  coordinator  of  lithium 
study. 


A  new  treatment  for  alcoholism 
is  currently  being  tested  at  Rush; 
the  use  of  lithium.  Although  best 
known  as  an  effective  treatment  for 
manic-depressive  illness,  lithium  is 
thought  by  some  experts  to  hold 
promise  for  alcohol  addiction.  In 
order  to  test  this  theory,  Rush  psy¬ 
chiatrists  are  conducting  a  large- 
scale,  double-blind  lithium  study. 

According  to  Carl  Aagesen,  D.O., 
associate  medical  director  of  the 
Alcohol  Treatment  Program  and 
coordinator  of  the  lithium  project, 
he  and  his  co-workers  are  not  only 
trying  to  find  out  if  lithium  helps 
alcoholics  to  cut  down  on  their 
drinking,  but  if  there  are  different 
subtypes  of  alcoholism  that  respond 
differently  to  the  drug. 

If  it  is  found  that  lithium  works 
with  some  alcoholics  and  not  others, 
additional  information  will  have 
been  gained  about  what  are 
thought  to  be  subtypes  of  alcohol¬ 
ism.  It  is  hoped  that  the  study  will 
shed  new  light  on  the  interrelation¬ 
ship  between  certain  apparent  sub- 
types  of  alcoholism  and  depression. 

“It  may  be  that  depressed  people 
and  alcoholics  have  a  common 
defect,  either  hereditary  or 
acquired,”  says  Dr.  Jan  Fawcett,  the 
Stanley  G.  Harris,  Sr,  Chairman  of 
Psychiatry,  “that  results  in  depres¬ 
sion  in  women  and  alcoholism  in 
men.  In  any  case,  I  believe  that 
when  people  are  depressed,  we 
should  determine  whether  they’re 
alcoholic.  If  they're  alcoholic,  we 
should  look  for  depression.” 

Psychiatry  and  the  Law 

The  mentally  disordered  criminal 
is  twice-cursed,  says  James  L. 
Cavanaugh,  Jr,  M.D.,  director,  Sec¬ 
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tion  on  Psychiatry  and  the  Law  in 
the  Department  of  Psychiatry  and 
associate  professor,  Rush  Medical 
College.  Labeled  as  both  ‘mad’  and 
‘bad,’  he’s  not  only  in  the  mental 
health  system  but  the  criminal  jus¬ 
tice  system  as  well,”  Dr.  Cavanaugh 
says. 

Is  it  possible  to  treat  such  a  per¬ 
son?  Dr.  Cavanaugh  and  his  co¬ 
workers  in  the  Section  on  Psychiatry 
and  the  Law  believe  it  is. 

“Outpatient  treatment  of  these 
patients  is  possible,”  says  Dr. 
Cavanaugh,  “and  a  viable  option 
when  the  other  choices  are  either 
years  in  prison  or  institutionaliza¬ 
tion  in  a  mental  facility.” 

Treatment  of  the  mentally-ill 
offender  is  the  goal  of  the  Isaac 
Ray  Center,  the  clinical  arm  of  the 
Section  on  Psychiatry  and  the  Law. 

Named  for  Isaac  Ray,  M.D., 
(1807-1881 ),  a  founder  of  the  Amer¬ 
ican  Psychiatric  Association  and 
considered  the  father  of  forensic 
psychiatry,  the  Center  was  set  up  in 
1978  with  a  grant  from  the  Illinois 
Department  of  Mental  Health.  A 
multi-disciplinary  staff  (including 
director  and  forensic  psychiatrist 
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James  Cavanaugh;  attorney  Barbara  i 
Weiner,  co-director;  Bonnie  Price, 
A.C.S.W.,  who  supervises  the  Cen¬ 
ter’s  day-to-day  activities;  and 
Richard  Rogers,  Ph.D.,  a  psycholo¬ 
gist  who  is  responsible  for  research 
efforts)  is  working  toward  improv¬ 
ing  ways  of  identifying  mentally-  : 
disordered  offenders  and  develop¬ 
ing  better  treatment  techniques. 

Although  the  section  on  Psychi¬ 
atry  and  the  Law  is  now  heavily  in¬ 
volved  in  education  and  research, 
the  program  was  originally  estab¬ 
lished  to  provide  outpatient  treat¬ 
ment  for  mentally-disordered  ’ 
offenders,  especially  those  who  ^ 
had  been  declared  “not-guilty-by- 
reason-of-insanity”  (NGRI).  Like  ' 
the  50-year-old  woman  arrested  for 
murdering  her  husband.  She  had 
previously  been  hospitalized  three  : 
times  for  severe  depressive  illness.  ^ 
About  12  weeks  before  the  murder,  : 
in  the  face  of  evidence  that  her  | 
husband  was  seeing  another  i 
woman,  she  became  openly 
upset— she  couldn’t  eat  or  sleep  : 
or  function  in  her  job.  Two  weeks 
before  the  murder  she  had  so 
deteriorated  she  could  only  sit  in 
a  chair,  staring  into  space.  When 
her  husband  came  home  after  hav¬ 
ing  been  gone  for  several  days  with¬ 
out  explanation,  she  shot  him  in 
the  forehead  with  a  .22  caliber  re¬ 
volver  as  he  leaned  over  to  give  fl 
her  a  perfunctory  kiss.  | 

Declared  not  guilty  by  reason  of ;  I 
insanity  in  a  bench  trial,  she  was; a 
hospitalized  in  a  state  institution,  d 
Upon  her  release  from  the  hospital,  i  1 
she  was  accepted  for  outpatient; » 
treatment  at  the  Isaac  Ray  Center,  j  ( 
There  she  received  antidepressant:  •- 
medication,  and  participated  in  I 
individual  psychotherapy  and  peri-  > 
odic  family  therapy  sessions.  Voca-|  i 
tional  counseling  was  also  madeifi 
available.  The  Center  reported  her  J 
continuing  progress  to  the  courtj|| 


i 

i 

i 


i 

James  L.  Cavanaugh,  Jr,  M.D.,  discusses  a 
patient’s  treatment  with  Judi  Simon,  R.N. 

i - 

I 

jjvery  three  months.  Today,  while 
'>till  on  medication,  she  requires 
•  ewer  psychotherapy  sessions.  She 
js  employed,  has  her  own  apart- 
'  :nent,  has  had  no  further  psychotic 
iijpisodes,  and  has  committed  no 
more  crimes. 

I ;  Before  the  Isaac  Ray  Center  was 
,  3stablished,  when  an  offender  was 
!  jJeclared  NGRI  in  Illinois,  he  or  she 
:vas  usually  committed  to  a  state 
:  mental  institution  for  a  period  of 
I  iime  and  then  discharged  for  out- 
ibatient  treatment  to  a  community 
t  jnental  health  center.  These  centers 
ijvere  not  equipped  to  handle  such 
r  patients,  who  continue  to  need  con- 
t  jitant  monitoring  and  further  contact 
Vith  the  criminal  justice  system, 
lays  Dr.  Cavanaugh.  The  Isaac  Ray 
I  i^enter  is. 

^  “The  difference  is  the  level  of 
responsibility  we  undertake,”  says 
■>.  Cavanaugh.  “Our  staff  has  to 
[  !;now  everything  about  the  patient— 
jnore  than  just  his  illness.  Where  he 
jives.  Where  he  works,  and  if  he 
loesn’t  show  up,  how  to  contact 
lim  to  determine  why  he  missed 
m  appointment.” 

»  Although  ten  to  15  percent  of  the 
I  atients  treated  at  the  Center  are 
I  ehospitalized,  there  has  been  no 
j  ecidivism— no  return  to  criminal 
Ictivity.  One  reason  for  the  high 
3vel  of  success  in  treatment  is 
I  ie  careful  screening  of  patients. 

I  )nly  those  who  have  a  good 
I  hance  of  responding  to  treatment 
re  selected. 

“Our  entrance  criteria  are  very 
tringent,”  explains  Dr.  Cavanaugh, 
j  ^  patient  has  to  have  a  clearly 
1  efinable  mental  illness  which  is 
I  9lated  to  his  or  her  past  criminal 

I. 


“The  mentally  disordered  criminal  is  twice  cursed. 
Labeled  both  mad’  and  bad’  he’s  not  only  in  the  mental 
health  system  but  the  criminal  justice  system  as  well.” 

James  L.  Cavanaugh,  Jr,  M.D. 


activity  in  order  to  qualify  for  the 
program.”  In  addition,  the  patient 
must  be  amenable  to  treatment, 
have  a  stable  living  environment, 
and  be  assigned  to  the  center  under 
court  order. 

In  addition  to  treatment,  Isaac  Ray 
staff  members  do  psychiatric  eval¬ 
uations  of  defendants  who  raise 
the  insanity  defense  in  criminal 
cases.  Two  questions  need  to  be 
addressed  in  these  cases:  1)  is  the 
defendant  fit  to  stand  trial,  and  2) 
does  the  defendant  meet  insanity 
defense  criteria. 

In  some  cases,  the  court  orders 
that  a  patient  be  evaluated;  in 
others  the  defense  or  prosecution 
requests  the  evaluation.  In  all  cases, 
the  Center  serves  as  a  disinterested 
professional  consultant  and  pro¬ 
vides  reports  to  the  court,  the 
defense,  and  the  prosecution.  This 
tends  to  preclude  an  attorney  ig¬ 
noring  findings  that  might  not  suit 
his  or  her  client,  and  to  prevent  crit- 

The  Magazine/Summer  1981 


icism  of  the  Center  as  being  either 
defense  or  prosecution-oriented. 

I  n  order  for  the  Center  to  prepare 
an  evaluation,  the  defendant  in  most 
cases  must  undergo  extensive  test¬ 
ing.  For  example:  a  complete  psy¬ 
chiatric  evaluation,  specialized 
psychological  testing,  family  inter¬ 
views,  assessment  of  witnesses, 
and,  where  indicated,  physical  eval¬ 
uations,  neurological  consultations, 
EEG’s,  and  various  types  of  brain 
scans.  There  is  also  an  evaluation 
of  witnesses,  computer  assess¬ 
ments— anything  that  is  necessary. 

Deciding  whether  a  defendant  is 
competent  to  stand  trial  or  is  crim¬ 
inally  responsible  is  a  lot  more 
involved  than  an  hour-long  conver¬ 
sation,  points  out  Dr.  Cavanaugh.  It 
involves  numerous  interviews, 
reviews  of  past  psychiatric  records, 
reading  witnesses’  statements,  and 
knowing  all  the  pertinent  facts  of 
the  case  along  with  the  defendant’s 
past  personal  history.  When  the  Cen- 
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ter  was  called  upon  to  prepare  an 
evaluation  for  the  much-publicized 
trial  of  accused  mass  murderer 
John  Gacy,  for  example,  a  25-page 
report  was  presented  on  the  basis  of 
70  hours  of  evaluating  him  directly. 

Criminal  law  is  only  one  area  in 
which  the  Center  is  called  upon  for 
consultation.  Other  areas  include 
child  custody,  personal  injury,  and 
psychiatric  malpractice  cases. 

the  broad  range  of  experience 
in  forensic  psychiatry  at  the  Isaac 
Ray  Center  provides  an  excellent 
clinical  base  for  the  new  post¬ 
residency  fellowship  in  law  and  psy¬ 
chiatry,  the  first  of  its  kind  in  Illinois. 
A  fellow  takes  courses  at  the  Illi¬ 
nois  Institute  of  Technology  and  the 
legal  aid  clinic.  The  fellow  also  ro¬ 
tates  through  the  Psychiatric  Insti¬ 
tute  of  the  Circuit  Court  of  Cook 
County,  the  Forensic  Treatment  Pro¬ 
gram  of  the  Elgin  Mental  Health 
Center,  and  the  Juvenile  Court  of 
Cook  County.  Through  these  affili¬ 
ations  and  the  exposure  the  fel¬ 
low  gets  from  clinical  and  didactic 
experiences  at  the  Isaac  Ray  Cen¬ 
ter,  he/she  is  prepared  to  sit  for 
the  certification  examinations  of 
the  American  Board  of  Forensic 
Psychiatry. 

Research  at  the  Center  is  coor¬ 
dinated  by  Richard  Rogers,  Ph.D., 
senior  clinical  psychologist  and 
assistant  professor  of  Psychology 
and  Social  Sciences,  Rush  Medi¬ 
cal  College.  Among  the  Center’s 
current  research  projects  is  the 
development  of  a  scale  to  assist  in 
establishing  what  constitutes  legal 
“insanity,”  through  the  creation  of  a 
psychological  test  that  would  pro¬ 
vide  well-defined  diagnostic  cri¬ 
teria  for  mentally-disordered 


Richard  Rogers,  Ph.D.,  uses  computer  in 
research  study  on  ways  to  identify  criminally 
insane. 
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offenders.  Another  scale  in  the 
early  developmental  stage  will  be 
used  to  determine  if  a  person  is 
malingering. 

Dr.  Rogers  is  also  in  the  initial 
stages  of  compiling  a  comprehen¬ 
sive  profile  of  the  “not-guilty-by- 
reason-of-insanity”  patient.  As  part 
of  the  study,  he  has  begun  gather¬ 
ing  information  about  the  psycho¬ 
logical,  psychosocial,  and  environ¬ 
mental  variables  in  the  lives  of  these 
offenders.  In  the  future,  he  hopes 
to  follow  through  by  noting  the 
changes  that  occur  in  response  to 
treatment. 

Recently,  researchers  at  the  Isaac 
Ray  Center  began  using  a  com¬ 
puter  as  a  tool  to  assist  in  these 
projects. 

“The  computer  represents  a  leap 
in  methodology,”  says  Dr.  Rogers. 
“Putting  standardized  tests  on  com¬ 
puter  allows  us  to  look  at  a  person 
in  a  comprehensive  way.  It  should 
help  with  evaluation  and  with  iden¬ 
tifying  who  can  be  helped,  as  well 


as  give  us  information  about  critical 
signs  that  someone  is  likely  to  be¬ 
come  violent.” 

“We’re  moving  toward  a  more 
objective  standard  as  far  as  diag-  i 
nosis  and  treatment  are  concerned,”  j 
says  Dr.  Cavanaugh.  “In  the  future,  | 
we  should  be  able  to  reduce, 
although  not  totally  eliminate,  dis¬ 
agreement  in  the  forensic  areas  of 
psychiatry.” 

Geriatric  Psychiatry 

“In  the  past,  it  was  thought  that 
there’s  no  point  in  trying  to  treat  [ 
the  psychiatric  problems  of  older 
people,”  says  Lionel  Corbett,  M.D., 
clinical  director  of  The  Geriatric- 
Psychiatry  Unit  of  the  Johnston  R. ' 
Bowman  Health  Center  for  thei 
Elderly,  Rush-Presbyterian-St. 
Luke’s,  and  assistant  professor,  j 
Rush  Medical  College.  “The  atti-l 
tude  was  that  old  people  are  on! 
an  irreversible  decline, and  thati 
nothing  can  be  done  about  it.  That’s 
not  true.” 


“Depression  is  often  masked  in  older  people,  because 
they  don’t  complain  of  feeling  depressed,  but  of 
symptoms  like  pain,  weight  loss  and  fatigue” 

Lionel  Corbett,  M.D. 


i 
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I  jLionel  Corbett,  M.D.,  clinical  director,  Geri- 
I  .atric- Psychiatry  Unit,  Johnston  R.  Bowman 
'•  Health  Center  for  the  Elderly. 
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;j  Often  elderly  patients  are  mis- 
Idiagnosed  as  having  senile  demen- 
Stia,  an  apparently  irreversible 
disease  characterized  by  the  ab- 
i  normal  loss  of  brain  cells,  as  well 
■  as  memory  loss,  personality  change 
and  impairment  of  judgment,  ab¬ 
stractthinking  and  impulse  control. 
About  15  percent  of  all  patients 
labeled  as  “senile,”  however,  are 
actually  suffering  from  depression. 

Depression,  one  of  the  most 
sommon  problems  in  the  elderly,  is 
'eversible.  Over  30  percent  of  all 
elderly  people  are  depressed.  The 
fact  is,  older  people  often  have  good 
'easons  to  be  depressed— reasons 
:hat  multiply  with  advancing  age. 
j  The  elderly  are  faced  with  loss  after 
oss:  looks  fade,  children  leave 
aome,  careers  end,  authority  dwin- 
:fles,  health  flees,  spouses  die. 

Although  depression  can  often 
ae  successfully  treated,  it  can  be  a 
lifficult  disease  to  detect  in  the 


elderly.  “Depression  often  gets 
masked  in  older  people,”  says  Dr. 
Corbett,  “because  they  don’t  com¬ 
plain  of  feeling  depressed,  but  of 
symptoms  like  pain,  weight  loss, 
and  fatigue.” 

Many  psychiatrists  say  that  mak¬ 
ing  a  diagnosis  is  the  biggest  chal¬ 
lenge  of  working  with  the  elderly. 
It’s  not  always  easy  to  sort  out  inter¬ 
twining  psychological,  social  and 
medical  problems.  Many  elderly 
people  are  taking  multiple  medica¬ 
tions  for  medical  illnesses,  which 
can  contribute  to  psychiatric  symp¬ 
toms.  Once  a  correct  diagnosis  is 
made,  however,  many  older  people 
with  psychiatric  and  emotional 
problems  can  be  helped. 

With  the  unique  needs  of  the 
elderly  in  mind,  a  special  geriatric 
psychiatry  unit  was  established  at 
Rush-Presybterian-St.  Luke’s  to  treat 
older  people  suffering  from  emo¬ 
tional  illnesses.  Located  at  the 
Johnston  R.  Bowman  Health  Center 
for  the  Elderly,  a  unit  hospital  of  the 
Medical  Center,  the  21-bed  unit  is 
one  of  very  few  of  its  kind  in  the 
country. 

Patients  are  cared  for  by  a  multi¬ 
disciplinary  staff,  including  psychi¬ 
atrists,  geriatricians,  psychologists, 
social  workers,  neurologists,  nurses, 
and  recreation  therapists.  Treatment 
includes  various  forms  of  psycho¬ 
therapy,  electroconvulsive  therapy, 
and  drug  therapy.  Although  the  cat¬ 
egories  of  treatment  are  the  same 
as  for  younger  patients,  therapists 
tailor  those  treatments  to  the  spe¬ 
cial  needs  of  older  patients. 

Drug  therapy,  for  example,  must 
be  closely  monitored  when  used 
with  an  older  patient.  The  elderly 
are  more  sensitive  to  drugs  and 
generally  experience  more  severe 
side  effects.  Older  patients  are  also 
more  likely  to  be  taking  other  med¬ 
ications  for  medical  illnesses,  which 
can  present  a  drug  interaction  prob- 
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lem.  In  order  to  deal  with  the  greater 
sensitivity  to  drugs,  geriatric  psy¬ 
chiatrists  prescribe  lower  doses  and 
make  use  of  blood  level  monitoring. 

Electroconvulsive  therapy  can  be 
life-saving  for  severely  depressed 
older  patients,  who  may  attempt 
suicide  or  refuse  to  eat  or  drink. 
And  despite  some  skepticism  about 
its  usefulness  for  the  elderly,  psy¬ 
chotherapy  can  be  very  helpful  in 
treating  older  people.  In  the  past,  it 
was  assumed  by  some  that  psy¬ 
chotherapy  was  inappropriate  for 
the  elderly.  Even  Freud  declared 
that  the  psychoanalysis  he  devel¬ 
oped  was  not  worthwhile  for  the 
elderly  because  it  takes  too  long, 
and  by  the  time  it’s  finished,  the 
patient  can’t  benefit  from  it  any¬ 
more.  Jack  Weinberg,  M.D.,  profes¬ 
sor  at  Rush  Medical  College, 
director  of  the  Illinois  State  Psychi¬ 
atric  Institute,  and  past  president  of 
the  American  Psychiatric  Associa- 


Jack  Weinberg,  M.D.,  co-director  of  project 
to  train  medical  residents  and  students  in 
geriatric  psychiatry. 
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Larry  Lazarus,  M.D.,  talks  with  a  patient  at 
the  Johnston  R.  Bowman  Health  Center  for 
the  Elderly. 


tion,  disagrees  with  that  conclusion. 

“The  world  wants  to  know  how 
cost-effective  it  is,”  he  says.  “I’m 
more  concerned  with  the  effective¬ 
ness  than  the  cost.  If  an  individual 
suffers  from  a  background  of  stress, 
conflict,  unachieved  ambitions, 
hopelessness  and  a  sense  of  worth¬ 
lessness,  that  is  not  curable  with 
medication.  I  believe  psychotherapy 
is  necessary  and  can  be  effective 
even  with  elderly  patients. 

“The  elderly  are  often  very 
amenable  to  brief,  time-limited  psy¬ 
chotherapy  to  solve  a  particular 
problem,”  says  Larry  Lazarus,  M.D., 
assistant  professor  at  Rush  Medi¬ 
cal  College  and  psychiatric  consul¬ 
tant  at  the  Johnston  R.  Bowman 
Center.  “It’s  a  myth  that  the  older 
person  is  not  capable  of  insight.” 

Drs.  Lazarus  and  Weinberg  are 
co-directors  of  a  project  supported 
by  a  National  Institute  of  Mental 
Health  grant  to  train  psychiatric  res¬ 
idents,  medical  residents,  family 
practice  residents  and  medical 
students  in  geriatric  psychiatry.  Dr. 
Weinberg  explains  that  one  of  their 
goals  in  training  young  physicians  is 
to  teach  them  to  see  people,  espe¬ 
cially  older  people,  as  individuals. 

“No  two  people's  fingerprints  are 
alike,  let  alone  their  life  experi¬ 
ences,”  he  says.  “Every  elderly  per¬ 
son  that  I  meet  is  like  unto  a  novel 
to  me.  That  person  has  lived  a  life 
filled  with  romance,  adventure, 
hope,  ambitions,  fantasy.” 

Dr.  Weinberg’s  own  life  would 
provide  exciting  material  for  a  novel. 
Born  Jascha  Weinberg  in  the  Rus¬ 
sian  village  of  Kiev  in  1910,  he  sur¬ 
vived  the  turbulent  years  of  the  First 
World  War  and  a  series  of  anti- 
Semitic  persecutions.  In  the  face 
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also  contributed  to  Dr.  Weinberg’s 
own  summation  of  his  profession; 

“As  a  psychiatrist,  my  effort  is  to 
make  the  covert  overt,  the  seem-| 
ingly  bizarre  understandable,  t 
point  out  the  order  inherent  i 
chaos,  and  thus  make  life  bearable 
One  man’s  suffering,  no  matter  whep 
or  where,  is  the  concern  of  all  of  us 
We  are  indeed  our  brother’s  kee 
er,  and  one  human’s  pain  is  the  pai 
of  us  all.  For  all  of  this,  the  time  is 
always,  the  place  is  everywhere!’ d 


I 
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of  these  troubles,  the  Weinberg 
familydeveloped  a  warning  system 
and  assigned  young  Jascha  the  duty 
of  leading  his  elderly  grandmother 
to  safety.  Seventy-one-year-old  Dr. 
Weinberg  still  remembers  vividly 
some  of  their  narrow  escapes  from 
the  Cossacks. 

Friends  have  speculated  that 
these  experiences  during  his  form¬ 
ative  years  no  doubt  contributed 
to  his  later  choice  of  a  profession,  a 
profession  that  seeks  to  better 
understand  humanity.  Perhaps  they 
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Depression  can  chip  away  at  the 
desire  to  enjoy  life,  until  all  that’s 
left  may  be  a  shell  of  a  person  who 
is  doing  all  he  can  just  to  get  out  of 
bed.  Its  symptoms  include  despon- 
'  dency;  anxiety;  loss  of  interest  in 
usual  activities;  decreased  libido; 
self-criticism;  lethargy;  changes  in 
appetite  and  sleeping  habits;  diffi¬ 
culty  concentrating;  indecisive¬ 
ness;  and  suicidal  thoughts.  Tradi¬ 
tionally,  it  has  been  treated  with 
“talk”  therapy,  but  a  growing  num¬ 
ber  of  professionals  believe  that 
some  depression  is  entirely  a 
chemical  imbalance  in  the  brain, 
not  a  psychological  dysfunction— 
and  a  medical  revolution  could  be 
in  the  making. 


Patient:  Dino  D’Angelo,  58 
Diagnosis:  Endogenous  clinical  depression 
Treatment:  Antidepressive  medication 
Results:  Improvement  in  3  days,  after  3/2 
years  of  unsuccessful  psychotherapy 


Everyone  gets  “depressed.”  An 
occasional  “down”  feeling  goes 
:  with  being  alive  and  having  to  react 
to  losses,  disappointments,  and 
:  frustrations. 

But  real  depression  is  something 
j  else.  The  most  common  mental 
I  illness,  it  is  described  by  those  who 
I  have  experienced  it  as  a  torment 
worse  than  cancer.  It  is  a  no-exit, 
all-enveloping,  psychic  suffocation, 
a  gray  force  that  settles  around  its 
bewildered  victims  and  so  thor¬ 
oughly  drains  them  of  all  emotion 
(except,  perhaps,  anxiety  or  hostil¬ 
ity)  that  they  lose  the  will  to  do 
anything  — even  try,  as  Hamlet  put 
it,  to  “take  arms  against  a  sea 
of  troubles,  and  by  opposing  end 
?them.” 

“Prison  would  be  infinitely  bet- 
^ter,”  says  a  former  depression  pa¬ 


li 


Hope  from  one  who  suffered  long 

Depression:  The  torment  within 

reprinted  from  the  Chicago  Tribune. 

September  24,  1979 

by  Donna  Joy  Newman 


tient,  Dino  D'Angelo.  'A  person  in 
prison  would  want  to  break  the  wall, 
because  he  wants  to  get  back  to 
the  world.  A  depressed  person  very 
seldom  runs  away  from  the  hos¬ 
pital,  because  he  sees  no  need  to 
takeoff.  In  the  hospital,  I  would  read 
a  book,  not  as  I  would  today,  for  the 
content,  but  as  a  wall  between  me 
and  the  outer  world.  And  the  rea¬ 
son  why  you  want  the  wall  is  that 
you’re  never  going  to  be  a  part  of 
the  world  again.” 

D’Angelo,  a  Chicago  lawyer  who 
has  a  thriving  practice  in  corporate 
and  real  estate  law,  ten  years  ago 
was  struck  out  of  the  blue  by  what 
was  diagnosed  as  clinical  depres¬ 
sion,  an  incapacitating  illness  that 
currently  afflicts  an  estimated  eight 
million  Americans. 

Depression  hit  D’Angelo  twice. 
In  1969  it  lasted  several  months,  and 
he  was  hospitalized  and  received 
psychotherapy  and  drugs.  He 
emerged  feeling  almost  normal, 
except  for  an  uneasy  sense  that  “it 
would  happen  again.” 

And  it  did,  in  1972.  This  time  it 
laid  D’Angelo  low  for  about 
three-and-a-half  years,  a  period  he 
remembers  with  painful  clarity  as 
an  agonizing  break  in  his  life,  a  per¬ 
iod  of  “walking  around  with  nothing 
inside  me;  I  was  just  a  shell. 

“The  words  for  depression  are 
’nothing’  and  ‘empty,’  and  these  are 
not  the  words,  these  are  just,  if  you 
remember  your  linguistics,  the  ref¬ 
erence  for  the  words.  I  hadn’t  will¬ 
fully  retired  from  life,  I  just  wasn’t 
able  to  participate  in  it.” 

D’Angelo,  who  describes  himself 
as  “an  extremely  private  person,” 
now  talks  about  his  former  illness 
at  medical  conferences,  and 
agreed  to  an  interview  with  The 
Tribune  because  he  wants  to  tell 
others  “that  behind  the  darkness 
that  they  really  perceive  and  that 
their  relatives  have  experienced. 
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there  is  hope.” 

His  belief  in  hope  stems  from  his 
own  “spectacular  recovery”  as  a 
result  of  ending  up  in  the  hands  of  a 
psychiatrist  who  recognized 
D’Angelo’s  depression  as  having  a 
biochemical  basis. 

After  he  had  spent  more  than 
three  years  in  a  major  Chicago  hos¬ 
pital,  being  treated  from  a  basically 
Freudian  psychoanalytic  point  of 
view,  at  a  cost  of  “hundreds  of 
thousands  of  dollars,”  D’Angelo’s 
doctors,  he  says,  gave  up  on  his 
recovering  and  sent  him  home. 
When  he  didn’t  improve,  arrange¬ 
ments  were  being  made  for  him  to 
commute  daily  from  his  home  in  a 
North  Shore  suburb  to  a  halfway 
house  in  Evanston,  which  he  thinks 
in  his  case  was  a  “dumb  concept.” 

“Actually,  I  should  have  gone 
back  into  the  hospital  at  that  point, 
but  they  figured  I  had  just  come  out 
of  the  hospital,  so  why  do  that?  It 
was  dumb  because  if  I  had  enough 
spunk  and  drive  to  wake  up  in  the 
morning,  to  dress,  shave,  and  look 
proper  to  take  the  Northwestern 
railroad,  where  all  my  friends  were, 
to  go  to  Evanston  to  make  paper 
baskets,  then  I  could  go  to  the 
office  and  practice  law.”  But  he  was 
too  depressed  to  do  either. 

Then  his  wife  and  his  brother 
arranged  for  him  to  be  seen  by  Dr. 
Jan  Fawcett,  head  of  psychiatry  at 
Rush-Presbyterian-St.  Luke’s  Med¬ 
ical  Center  and  a  leading  expert  in 
the  treatment  of  depression,  with  a 
special  interest  in  the  pharmaco¬ 
logical  treatment  of  the  illness. 

This  approach  is  based  on  rap¬ 
idly  increasing  evidence  that 
depression,  schizophrenia,  and 
perhaps  other  types  of  mental 
illness  are  caused,  at  least  in  part, 
by  malfunctions  and  imbalances  of 
the  chemical  systems  in  the  brain. 
If  an  out-of-whack  chemical  system 
is  to  blame,  then  an  appropriate 
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treatment  must  be  a  medication 
that  restores  proper  balance. 

Since  the  mid-1960s,  such  med¬ 
ications  have  been  used  with 
increasing  frequency,  although 
there  are  still  some  depression  pa¬ 
tients  who  do  just  as  well  or  better 
with  psychotherapy  (“talk”-based) 
and  many  who  need  psychother¬ 
apy  in  addition  to  medication.  For 
persons  with  severe  recurrent 
depressions,  the  principal  medica¬ 
tions  for  righting  the  chemical  bal¬ 
ance  are  tricyclic  antidepressants 
and  monoamine  oxidase  inhibitors, 
which  work  by  increasing  the  sup¬ 
ply  of  vital  central  nervous  system 
chemicals  at  key  points  in  the  brain. 
Patients  with  manic-depression, 
swings  of  mood  from  depression  to 
mania,  are  generally  treated  with 
lithium  carbonate,  a  salt  that  is 
highly  effective  against  the  illness 
but  whose  method  of  action  has 
not  been  definitely  established. 

Fawcett  says  the  biochemical 
theory  holds  for  most  severe 
depressions,  although  some  pa¬ 
tients  are  better  responders  to  drug 
therapy  than  others,  and  much 
remains  to  be  learned  about  the 
biochemical  systems  of  the  brain. 

Fawcett  told  D’Angelo  that  he 
had  about  an  80  percent  chance  of 
recovery  if  he  were  willing  to  enter 
the  hospital  for  drug-based  treat¬ 
ment.  He  agreed  to  try  it  because 
“80/20  are  very  good  odds  in  Las 
Vegas,’’  but  he  had  so  little  expecta¬ 
tion  that  he  would  ever  be  well 
again  that  when  he  entered  Rush, 
he  carried  a  “big  suitcase  with  no 
clothes  in  it.” 

In  what  he  refers  to  as  the 
“incredible"  interval  of  three  days, 
however,  he  was  well.  “I  know  it 
sounds  like  something  from  the 
Bible— the  third  day  He  rose’— but 
it’s  true,”  D’Angelo  says.  “Of  course, 
I  was  under  extremely  heavy  med¬ 
ication,  I  still  stuttered,  and  I  didn’t 
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walk  that  easily.  I  was  in  the  hos¬ 
pital  another  four  weeks.  But 
there’s  a  big  difference.  When  I 
walked  back  into  that  ward  in 
Presbyterian-St.  Luke’s  (after  going 
out  on  a  pass),  i  was  walking  back 
into  a  hospital  room.  I  knew  I  could 
walk  out  any  way,  any  time,  as 
myself.  When  I  used  to  walk  out  of 
the  other  places,  it  was  never  as 
myself. 

“Tremendous.” 

D’Angelo  says  he  knew  for  sure 
he  was  better  on  about  the  fourth 
or  fifth  day  of  his  stay  at  Rush,  when 
he  was  getting  ready  for  some 
friends  to  take  him  out,  and  he  had 
a  shirt  with  French  cuffs,  but  no  cuff 
links.  This  was  a  man  who  through 
his  long  depression  had  cared  so 
little  about  his  appearance  that  he 
would  go  for  days  on  end  without 
washing,  shaving,  or  changing 
his  clothes. 

“But  this  was  me  now,  and  I  had 
to  have  cuff  links,”  he  says.  “So  I 
went  around  the  ward,  and  I  said,  ‘I 
need  cuff  links,’  and  one  fellow 
said,  ‘D’Angelo,  don’t  worry,  roll 
your  cuffs  up,  put  your  suit  jacket 
on  over  your  shirt,  and  no  one  will 
ever  know.’ 

“I  knew  I  was  well  when  I  said, 
‘Maybe  that's  how  you  would  do  it, 
but  I’d  never  dress  that  way’  I  went 
downstairs  and  bought  the  last  pair 
of  cuff  links  in  the  gift  shop.  I  still 
have  those  cuff  links,  $6,  I  wore 
them  one  time.  But  that  was  my 
indicia  of  coming  back!’ 

Fawcett  says  what  D’Angelo  had 
was  an  "endogenous”  depression, 
that  is,  one  that  comes  from  within, 
has  biochemical  underpinnings, 
causes  symptoms  that  tend  to  be 
more  vegetative  (such  as  sleep  and 
appetite  disturbances),  leaves  the 
patient  unable  to  experience  even 
fleeting  pleasure,  and  is  not  made 
worse  or  better  by  environmental 
factors  (although  preliminary  results 
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from  a  study  being  done  at  Rush 
and  four  other  hospitals  around  the 
country  show  that  half  of  endoge¬ 
nous  depressions  are  triggered  by 
a  precipitating  event). 

Well-meaning  friends  who  tell  such 
a  patient  to  “cheer-up,  things  will 
get  better”  might  as  well  save  their 
breath.  Their  advice  not  only  is  not 
going  to  make  their  friend  better, 
but  may  increase  his  or  her  psychic 
pain,  simply  because  the  patient 
cannot  do  anything  to  extricate 
himself  and  knows  it. 

This  kind  of  depression  some¬ 
times  lifts  spontaneously,  some¬ 
times  leads  to  suicide,  and  some¬ 
times,  as  in  D’Angelo’s  case,  hangs 
on  for  years. 

It  is  also  the  kind  most  amenable 
to  treatment  by  pharmacology. 

Depression  also  may  be  second¬ 
ary  to  other  psychiatric  conditions, 
or  to  physical  illness. 

And  still  another  group  of  patients 
have  “characterological”  depres¬ 
sions,  or  depressive  neurosis,  that  . 
may  stem  from  childhood  depriva¬ 
tions,  or  may  just  reflect  greater 
psychological  needs  or  lack  of  cop-  , 
ing  ability.  These  patients  also  may  - 
develop  severe  endogenous 
depression,  but  they  tend  to  be  > 
chronically  depressed  to  varying  : 
degrees,  to  be  more  influenced  by 
life’s  ups  and  downs,  and  are  not ' 
likely  to  be  cured  just  by  antidepres- ; 
sant  drugs. 

D’Angelo  says  there  were  abso- : 
lutely  no  precipitating  factors  in  his  ir 
depression.  A  man  of  artistic  sen-  ■ 
sibility  and  good  taste,  the  contrast : 
between  his  normal  self  and  the| 
person  he  became  during  his| 
depressed  periods  is  acute.  j 

He  always  has  surrounded  him-|) 
self  with  beauty,  and  when  he  was| ; 
in  the  Army  and  didn’t  have  much 
money,  he  would  hang  cheap  prints 
of  Picasso’s  “Guitarist”  andj 
Chagall’s  “Rabbi  of  Vitebsk”  on  the( 


walls  of  whatever  troopship  or  tent 
he  happened  to  find  himself  in. 

He  says  he  weeps  when  he  lis¬ 
tens  to  the  music  of  Puccini,  and  he 
says  he  can’t  pass  a  building  of  fine 
iarchitecture  without  stopping  to 
contemplate  its  qualities. 

“1  was  happily  married— and  still 
am,  after  all  this  horrendous 
experience— I  have  four  lovely  chil¬ 
dren  who  are  still  great  kids  (his 
three  daughters  are  grown  and  his 
son  is  in  high  school),”  he  says.  “I 
had  and  have  an  array  of  friends— I 
devour  friends.  I’m  very  sensitive 
ito  my  surroundings,  my  friends,  my 

I  environment.  That’s  what  the 
human  condition  should  be,”  he 
says. 

‘The  most  difficult  part  of  this 
illness  is  that  the  sick  person  sees 
y  no  reason  for  it.  Vbu  didn’t  stub  your 
toe  on  the  doorstep,  you  didn’t 
break  your  leg  playing  hockey,  you 
don’t  have  a  heart  deficiency  or 
leukemia. 

‘‘With  an  emotional,  clinical 
depression,  you  know  you  are  not 
who  you  were,  and  you  know  that 
[the  people  around  you  cannot  help 
you  and  that  there  is  no  cure  any¬ 
where. 

‘‘My  wife  loved  me.  That  didn’t 
help.  My  children  loved  me.  That 
didn’t  help.  1  was  making  money 
(from  investments)  while  I  was  in 
the  hospital. 

“The  things  most  people  think  of 
in  terms  of  depression  were  not 
present  in  this  case;  the  unhappy 
marriage,  the  mistress  who  runs 
away,  the  partner  who  absconds 
with  the  money,  the  children  who 
take  dope,  the  daughter  who  comes 
home  pregnant  without  marriage. 
These  are  the  things  that  in  our  soci¬ 
ety  cause  a  different  kind  of 
depression.  But  mine  was  an  illness, 
pure  and  simple.” 

The  first  bout  started  in  1969,  after 
a  week  of  marathon  work  on  a  par¬ 


ticularly  difficult  legal  case.  “I  was 
representing  two  people  who  were 
in  a  very  tight  financial  bind,  and  I 
had  seen  a  situation  in  a  legal  prob¬ 
lem  regarding  them  that  demanded 
attention,  so  I  took  that  phase  of 
the  case  myself.  I  spent  five  solid 
workdays,  Monday  through  Friday, 
working  on  the  case  outside  of  my 
office.” 

The  drive  toward  total  immersion 
was  the  beginning  of  the  illness, 
which  he  did  not  recognize  at  the 
time,  he  says. 

“I  felt  very  tired  and  very 
depressed,  depressed  in  the  sense 
that  it  wasn’t  coming  out  the  way 
I  wanted  it,  but  everybody  thought 
it  was  a  good  job.  And  then,  on 
Friday  afternoon,  at  4:00  p.m.,  I 
cracked  up  completely.  I  went  ber¬ 
serk.  I  didn’t  talk  rationally,  and  for 
a  very  rational  man,  well,  they  took 
me  to  a  psychiatrist  at  a  very  short 
notice.” 

D’Angelo  then  entered  a  hospital 
for  psychiatric  treatment,  where  he 
remained  for  three  months.  He  had 
as  his  doctor  “a  bright  young  guy. 
I  respected  his  intellect,  his  dedi¬ 
cation,  and  he  would  put  his  arm 
around  me  and  say,  ‘It  will  get  bet¬ 
ter,  don’t  worry.’ 

“But  I  didn’t  think  I  would,  and  that 
was  a  very  frightening  experience.” 

During  that  period,  suicide  often 
seemed  attractive  to  D’Angelo. 

“During  a  depression  you  never 
lose  contact  with  what  you  were, 
with  what  you  are,  and  what  you 
won’t  be.  You  know  you  won’t  be 
what  you  were  anymore,  you’re  in 
a  dark  gray,  and  the  best  you  can 
hope  for  is  dark.  It’s  not  going  to 
get  any  lighter. 

“In  a  depression,  suicide  is  only  a 
bench-mark.  I  read  about  attempted 
suicides,  and  invariably  the  first 
description  is  that  it  is  an  attention- 
getting  mechanism. 

“Well,  let  me  tell  you,  in  a  hard 
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depression  case,  it  isn’t  an  attention- 
getting  mechanism  because  you 
have  all  the  attention  you  want.  Your 
psychiatrist  is  there,  the  people  on 
the  ward  are  there,  the  nurses, 
and  so  forth,  they’re  all,  quote, 
‘supportive.’ 

“No  you’re  not  trying  to  get  atten¬ 
tion,  you’re  trying  to  end  it,  because 
ending  it  simply  affirms  what’s  hap¬ 
pening  to  you.  You’re  dead,  anyway.” 

Dr.  Fawcett  says  one  of  the  great¬ 
est  risks  for  a  depressed  patient  is 
suicide.  The  threat  of  suicide  poses 
problems  for  a  psychiatrist  in  decid¬ 
ing  whether  to  hospitalize  the 
patient.  Even  in  the  hospital,  some¬ 
times  there  is  a  time  lag  while  the 
physician  is  finding  the  right  medi¬ 
cation.  This  can  be  a  “hit  or  miss  ” 
operation,  because  the  medical 
approach  is  so  relatively  new,  hav¬ 
ing  been  developed  only  in  the 
1960s,  Fawcett  says.  Once  the  right 
drug  is  determined,  more  time 
elapses  while  it  takes  effect. 

Fawcett  says  the  60  to  80  per¬ 
cent  of  endogenous  clinical 
depression  patients  who  are  “good 
responders”  to  the  tricyclic 
antidepressants— the  most  com¬ 
monly  used  type— take  about  four 
weeks  to  respond. 

For  D’Angelo,  the  first  two  hospi¬ 
talizations  involved  the  use  of  some 
drugs,  but  he  says  that,  apparently, 
“they  were  not  arrayed  properly.” 

In  1972,  three  years  after  the  first 
hospitalization,  he  was  arranging  a 
conference  of  lawyers  and  artists  in 
Washington,  and  he  found  himself 
having  trouble  concentrating  and 
becoming  restless  (both  symptoms 
of  depression). 

“Since  you’ve  had  the  exposure 
before,  you  know  you’re  going  to 
be  ill,”  he  says.  On  the  Sunday 
before  the  event  was  to  start,  he 
called  the  program  coordinator  and 
told  him  he  would  not  be  able  to 
chair  the  conference  because  “Tm 
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going  to  be  sick.” 

On  Wednesday,  he  entered  the 
hospital  (not  the  same  one  he  was 
in  in  1969),  this  time  for  more  than 
three  years. 

It  is  not  unusual  for  depression  to 
start  out  of  the  blue.  Fawcett  recalls 
a  patient,  a  traveling  salesman,  who 
was  driving  one  day  and  suddenly 
began  having  suicidal  thoughts.  He 
couldn’t  trace  them  to  anything.  He 
had  just  had  a  job  transfer,  which  he 
welcomed,  and  thought  his  life  was 
very  happy. 

Those  suicidal  thoughts  were  the 
beginning  of  a  10-year  odyssey 
with  depression,  during  which  he 
had  several  different  treatments 
and  finally  recovered  under  Faw¬ 
cett’s  care. 

Depression  often  is  character¬ 
ized  as  self-limiting— that  is,  a  dis¬ 
ease  that  runs  its  course  and  gets 
better  spontaneously,  no  matter 
which  treatment,  or  lack  of  treat¬ 
ment,  the  patient  has.  But  Fawcett 
says  the  patients  he  has  seen, 
mostly  refractory  ones,  give  him 
some  doubts  about  the  validity  of 
this  theory. 

For  the  first  several  months 
D’Angelo  was  in  the  hospital,  he 
lived  in  the  most  secure  ward  to 
prevent  his  taking  his  own  life.  He 
wasn’t  allowed  a  belt  or  shoelaces, 
and  couldn’t  even  shut  his  door  or 
go  to  the  bathroom  unattended. 

“This  is  an  incredible  experience 
for  a  person,”  he  says.  “It’s  like  being 
placed  consciously  in  a  den  of 
bears,  but  you  know  you’re  not  a 
bear.  Do  you  ever  have  the  feeling 
you  don’t  belong  somewhere? 

“If  you’re  in  a  psychiatric  ward 
and  you  know  you  don’t  belong 
there— not  because  you’re  not  ill, 
mind  you,  you  know  you’re  ill.  God, 
there’s  no  denying  that.  But  it  is  still 
wrong,  because  in  your  mind  you 
know  the  treatment  is  wrong,  and 
consequently  the  environment  is 
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also  wrong. 

“They  had  me  pounding  clay.  I 
thought  I  should  be  before  the 
Supreme  Court  of  Illinois,  and  I  was 
pounding  clay.” 

D’Angelo’s  lack  of  caring  about 
his  environment,  his  inability  to 
experience  pleasure,  and  a  low¬ 
ered  sense  of  self-esteem  all  are 
common  symptoms  of  a  clinical 
depression. 

“You  deny  consciously  all  that 
you  are.  I  remember  telling  my  psy¬ 
chiatrist  and  my  family  that  I  was 
not  a  good  lawyer,  a  good  husband, 
or  father,  and  that  I  had  never  really 
read  any  of  the  books  that  I  have  at 
home. 

“I  remember  talking  to  my 
brother  once  (while  in  the  hospital). 
I  gave  him  a  litany  on  every  case  I 
had  in  my  file  drawer.  I  told  him  they 
were  all  screwed  up,  every  case 
was  dragging  because  I  had 
botched  them.  He  didn’t  know 
whether  this  was  right  or  not,  but 
he  was  my  partner,  so  he  went  back 
and  took  one  of  the  other  partners 
and  had  him  check,  I  think,  29  files. 
They  were  all  fine. 

“He  came  back  and  told  me  they 
were  all  fine,  but  I  would  have  had 
the  same  reaction  if  he  had  come 
back  and  told  me  we  had  lost  $800 
million  in  malpractice.  I  had 
no  response.” 

As  he  sits  in  his  Loop  office,  sip¬ 
ping  coffee  from  a  gold-plated  cup, 
his  walls  hung  with  art,  the  luxur¬ 
ious  atmosphere  of  his  firm’s 
expansive  quarters  redolent  of 
success,  it  is  hard  to  picture 
D’Angelo  as  an  unkempt  patient  in 
a  psychiatric  ward,  but  “when 
you’re  ill  like  that,  you  deny  the 
physical,  too,”  he  says. 

He  tells  of  the  day  a  nurse  asked 
him  to  bathe  and  change  his 
clothes  before  coming  to  dinner, 
because  some  of  the  other  patients 
had  been  complaining. 
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“I  didn’t  care  about  dinner.  I  would 
just  eat  because  the  food  was  there. 
But  anyway,  I  said  all  right  and 
walked  into  my  room,  turned  on  the 
shower  water— this  was  a  less  se¬ 
cure  ward  — pushed  the  shower 
curtains  into  the  water  to  make 
them  look  wet,  sprinkled  some  wa¬ 
ter  on  the  floor,  drenched  the  towel 
and  put  it  over  the  bathtub,  put  my  ; 
head  under  the  sink  tap  to  get  it  , 
wet,  as  though  I  had  been  in  the  ] 
shower,  and  changed  from  one  set  | 
of  dirty  clothes  to  another,  theni 
walked  into  the  common  room  toj 
have  dinner.  ; 

“Now,  that  is  not  human  behav-| 
ior.  That  is  absolutely  irrational.” 

People  often  ask  D’Angelo  howii 
long  it  took  him,  after  finally  receiv-| 
ing  successful  treatment,  to  geti 
back  into  the  mainstream  of  his  life.  ' 

“The  answer  is  ’immediately,’” 
he  says. 

It’s  as  if  you  turn  a  tape  recorder 
off.  While  it’s  off,  many,  many  things 
can  happen,  but  when  you  turn  it 
back  on  again,  that  interval  is  just  | 
not  there. 

He  walks  across  his  office,  picks  > 
out  a  large  brochure,  and  hands  it; 
to  his  visitor,  saying,  “This  is  the  first 
thing  I  did  after  getting  well.”  The 
brochure  describes  an  office  build¬ 
ing  he  purchased  and  renovatec 
shortly  after  discharge  from 
Rush-Presbyterian. 

“It’s  a  crime  that  people  are 
warehoused  in  psychiatric  hospi 
tals  when  they  can  be  helped.  The 
Freudian  therapists  (who  were  ^ 
unsuccessful  in  his  case)  always  ■ 
look  for  the  cause,  and  they  have 
no  room  for  an  ordinary  illness.  /  i 
clinical  depression  in  certain  case:  i 
is  a  lack  of  certain  chemical  com  i 
pounds  in  your  brain,  and  has  noth 
ing  to  do  with  whether  you  love( 
your  mother,  hated  your  father,  o 
raped  your  sister.”  cd 
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Thomas  H.  Hunter,  M.D.,  is  the 
Owen  R.  Cheatham  Professor  of 
Science,  Professor  of  Internal 
Medicine  and  Director  of  the  Pro¬ 
gram  in  Human  Biology  and  Soci¬ 
ety  at  the  University  of  Virginia.  A 
highly  respected  physician,  phi¬ 
losopher  and  educator.  Dr.  Hunter 
is  widely  known  for  his  studies  of 
bacterial  infection  of  the  heart  and 
the  use  of  antibiotics  in  the  control 
of  such  infections,  and  for  his 
pioneering  contributions  to  the 
field  of  medical  ethics. 

Since  1971,  Dr.  Hunter  has  de¬ 
voted  his  efforts  as  a  scientist  to 
studying  factors  related  to  the  qual¬ 
ity  of  life  and  the  preservation  and 
advancement  of  civilization.  He  in¬ 
troduced  the  Medical  Center  Hour 
to  the  University  of  Virginia  Med¬ 
ical  School’s  Human  Biology  and 
Society  Program,  bringing  together 
for  the  first  time  surgeons,  lawyers, 
engineers,  government  officials, 
and  other  specialists  to  debate  and 
discuss  major  ethical  and  social 
issues  in  the  same  way  as  medical 
problems  are  in  the  clinico- 
pathological  conference  format. 

Born  in  Chicago,  Dr.  Hunter  con¬ 
tracted  polio  at  the  age  of  six,  but 
his  disability  has  not  prevented  him 
from  excelling  intellectually.  He 
earned  his  bachelor’s  degrees 
from  Harvard  College  and  Trinity 
Hall,  Cambridge  University  and 
received  his  medical  degree  cum 
laude  from  Harvard  Medical 
School.  He  served  his  internship 
and  medical  residency  at  Presby¬ 
terian  Hospital  in  New  York. 

Dr.  Hunter’s  professional  con¬ 
tributions  over  the  years  have 
merited  numerous  honors  and 
awards.  At  the  1981  Commence¬ 
ment  of  Rush  University,  he  was 
presented  with  the  honorary  de¬ 
gree  of  Doctor  of  Humane  Letters. 
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I  want  to  welcome  all  of  the  grad¬ 
uates  to  the  dedicated  fellowship 
of  the  service  professions.  Don’t 
forget  that  word  “service!’  It’s  one 
of  the  key  values  that  I  preach 
about.  I  am  part  preacher,  you  know. 
I’m  not  all  scientist  by  any  means. 
The  last  ten  years  of  my  career,  I’ve 
been  more  and  more  concerned 
with  value  questions,  which  are 
quite  different  from  scientific  ques¬ 
tions.  The  majority  of  my  talk  to¬ 
day  will  be  to  try  to  give  you  some 
feeling  of  what  I  think  I’ve  learned 
after  a  concerted  and  deep  involve¬ 
ment  in  the  study  and  thought 
about  value  questions  over  this 
past  decade. 

Here  I  am,  at  the  end  of  my  ca¬ 
reer,  and  here  you  are  at  the  begin¬ 
ning  of  yours— commencement. 
There’s  a  huge  gap  between  the 
world  I  started  out  in  and  the  world 
you’re  starting  out  in  today.  When  I 
chose  the  title  for  this  talk,  “Values 
as  Bridges!’  I  had  in  mind  those 
bridges  across  the  generations, 
which  we  represent,  you  graduates 
and  myself.  The  most  outstanding 
feature  of  this  period  between  your 
generation  and  mine  is  the  enor¬ 
mous  increase  in  the  power  of  the 
health  professions,  in  our  power  for 
doing  good  or  doing  harm.  I  sup¬ 
pose  that  is  really  what  made  me 
decide,  when  I  retired  from  admin¬ 
istration  a  little  over  ten  years  ago, 
that  I  would  spend  the  last  ten  years 
of  my  academic  life  worrying  about 
value  problems. 

It  seemed  to  me  that  decisions  of 
how  best  to  use  this  enormous  new 
power  that  science  has  brought  us 
presented  problems  of  a  different 
sort  from  scientific  problems.  I  felt 
myself  at  a  loss  and  wondered, 
“How  does  one  approach  them?’’ 

Scientists  are  taught  to  select 
soluble  problems.  You  select  some¬ 
thing  to  work  on  in  your  research 
for  which  methods  are  available; 
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you  ask  questions  that  can  be  an¬ 
swered,  and  you  pursue  answer- 
able  questions— answerable,  that  is, 
in  the  scientific  mode.  This  is  all 
very  well,  except  the  correlation 
between  answers  in  the  scientific 
sense  and  importance  in  human  af¬ 
fairs  is  very  poor  indeed.  Just  be¬ 
cause  something  is  not  answerable 
scientifically,  does  not  mean  it’s  un¬ 
important.  That  is  what  motivated 
me  to  try  addressing  ethical  prob¬ 
lems  within  the  academic  medical 
setting. 

In  doing  this,  I  was  fortunate  to 
team  up  with  Dr.  Joseph  Fletcher, 
who  was  just  then  retiring  from  the 
chair  of  Christian  Ethics  at  the 
Episcopal  Theological  Seminary  in 
Cambridge,  Massachusetts.  He  had 
written  a  book  entitled  “Morals  and 
Medicine”  in  the  1950s  which  was 
one  of  the  first  attempts  on  the  part 
of  a  theologian  to  address  problems 
of  ethics  in  the  biological  sciences 
and,  specifically,  in  medicine.  He 
felt  that  he  needed  to  learn  some¬ 
thing  about  science  first  hand,  and 
I  certainly  needed  to  learn  some¬ 
thing  about  ethics  at  a  theoretical 
level.  So  we  teamed  up  and,  with 
some  modest  success,  have  been 
working  on  a  program  in  human 
biology  in  society  ever  since.  We 
had  one  great  success,  I  think,  in 
educating  each  other  across  the 
chasm  of  our  own  past  educational 
experiences.  I  don’t  pretend  to  be  a 
theologian,  nor  a  philosopher,  but  I 
have  learned  a  great  deal  from  long, 
hard  bull  sessions,  man-to-man, 
with  Dr.  Fletcher  and  others. 

However,  I  still  encounter  many 
of  my  scientist  friends  who  seek 
ready  answers.  After  we’ve  had  a 
session  on  an  ethical  issue,  and 
wind  up  our  hour  with  no  answers, 
because  there  are  no  absolute 
answers,  one  professor  will  proba¬ 
bly  come  up  to  me  and  say,  “Tom, 
that  was  a  fine  session,  but  you 
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didn’t  give  us  any  answers’.’  Scien¬ 
tists  don’t  realize  that  the  approach 
of  the  philosopher  is  different  from 
that  of  the  scientist  when  it  comes 
to  problem  solving.  One  can  ana¬ 
lyze  ethical  problems  rationally, 
one  can  understand  where  the 
causes  of  conflict  between  different 
people  lie,  and  one  can,  therefore, 
hope  to  arrive  at  some  sort  of 
accommodation. 

Look  at  the  confusion  we’ve  been 
treated  to  on  the  national  scene;  for 
example  — our  senate  setting  up 
hearings  trying  to  determine  scien¬ 
tifically  the  beginning  of  human  life 
in  relation  to  the  issue  of  abortion, 
and,  obviously,  not  understanding 
that  this,  if  one  analyzes  it  appro¬ 
priately,  is  not  a  scientific  question. 
If  you’re  talking  about  human  biol¬ 
ogy,  simply  as  biology,  it’s  obvious 
that  human  biology  begins  with 
conception.  There  are  other  ways 
of  looking  at  this,  however,  from  a 
legal  or  an  ethical  point  of  view,  for 
example.  Trying  to  say  that  a  scien¬ 
tific  answer  will  answer  this  prob¬ 
lem  is  ludicrous.  There’s  a  profound 
failure,  very  widespread  in  our  so¬ 
ciety,  to  understand  this. 

A  few  years  ago  when  I  was  at 
the  Center  for  Advanced  Study 
in  the  Behavioral  Sciences  at 
Stanford,  a  very  good  scientist 
friend  of  mine  told  me  that  he 
thought  if  he  could  really  pursue 
his  chief  interest,  biochemistry  of 
the  central  nervous  system,  and 
could  map  out  all  the  circuitry  and 
chemistry  of  the  human  central  ner¬ 
vous  system,  all  questions  would 
be  answered.  I  said:  “My  goodness, 
that  is  ridiculous!’  He  replied,  “If  you 
don’t  believe  that,  you’re  undercut¬ 
ting  the  very  foundation  of  my 
whole  purpose  in  life!’  I  said,  “You 
just  ask  me  any  question  with  the 
word  ‘ought’  in  it!’ 

Science  doesn’t  answer  ‘ought’ 
questions.  And  ‘ought’  questions 
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are  the  ones  that  we’re  really  caught  ‘ 
up  in  in  society  today.  Scientists ' 
don’t  have  any  special  answers  for . 
these.  None  of  us  has  absolute 
answers  to  these  questions. 

There  are,  however,  some  values  ^ 
that  those  of  us  in  the  health  pro-^ 
fessions  have  shared  over  the  gen- ; 
erations  and  that  are  at  the  heart,  I 
think,  of  what  our  endeavors  are  all : 
about— but  which  seem  to  be  under  i 
fire  these  days. 

One  is  trust.  Perhaps  I’m  old-; 
fashioned,  but,  as  a  physician,  I  find ' 
great  difficulty  in  helping  patients 
who  approach  me  with  a  “fishy-: 
eyed”  look,  with  a  skepticism  based' 
on  “You  show  me  what  you’re  all; 
about,  because  I  don’t  trust  you  as' 
far  as  I  can  throw  a  grand  piano!’; 
When  I  find  myself  in  that  situation,; 

I  must  admit  that  I  am  at  a  loss  to! 
help  the  patient.  I  understand  it’s; 
happening,  but  I  feel  that  I’m  in  the! 
wrong  place,  trying  to  do  the  wrong; 
thing.  ! 

This  is  not  medicine’s  problem! 
primarily,  it’s  part  of  a  much  bigger! 
aspect  of  our  society,  but  it  im¬ 
pinges  on  the  health  profession 
very,  very  powerfully.  I  can  speak  tq 
this  as  a  patient— I’ve  been  a  pa-! 
tient  for  60  years,  and  have  had 
much  more  experience  as  a  patient 
than  I  have  had  as  a  physician! 
Speaking  from  the  point  of  view  of 
a  patient,  I  know  what  I  want  frorn 
the  people  who  are  looking  afteii 
me.  The  first  thing  are  doctors;: 
nurses  and  other  helpers  whom  I- 
can  trust.  How  do  you  get  trust? 
don’t  confer  trust  upon  you.  We  can’jj 
give  you  a  degree  in  trust  and  sa^i 
“Go  out  and  be  trusted!’  It  helps  tA 
have  a  degree  which  says  you  ard 
competent  to  do  certain  things,  bufl 
trust  is  earned.  It’s  earned  by  venB 
hard,  continuous  and  unrelenting 
effort  to  do  certain  things  consisB 
ently.  I  want  the  kind  of  a  doctoH 
who  is  going  to  do  that,  not  a  “9-toB 


5  doctor”  who  says,  “during  time 
off,  a  sick  patient  is  not  my  respon¬ 
sibility  any  more!’  The  way  you  get 
trust,  is  by  operating  with  a  certain 
set  of  values  that  don’t  change  over 
time. 

In  the  highly-complex  organiza¬ 
tion  of  medical  care  today,  it’s  inev- 
litable  that  responsibility  for  the  care 
of  patients  be  diffused.  Many  peo- 
iple  are  doing  important  things  in 
the  care  of  sick  patients.  It’s  a  team 
I  effort,  and  we  physicians  need  all 
ithe  rest  of  you  desperately.  But 
I  what  tends  to  happen  when  you 
have  a  large  team  effort  in  patient 
jcare  is  that  it’s  too  easy  to  say  “oh, 
i that’s  somebody  else’s  responsibil- 
jity”  And,  as  a  result,  the  full  weight 
of  responsibility  for  certain  things 
Jin  the  care  of  sick  patients  may  not 
■rest  on  the  shoulders  where  it  be- 
jlongs.  You  cannot  have  responsibil- 
lity  in  a  committee.  It’s  got  to  be  on 
jindividual  people.  All  of  you  at  ev- 
jery  level  in  the  health  professions 
(must  remember  that,  no  matter 
iwhat  organization  you’re  in,  certain 
^responsibilities  for  patient  care  are 
^ight  smack  on  your  back.  And 
jnothing  can  take  them  off. 
i  Another  enduring  value  that 
jbridges  our  generations,  and  will 
'Icontinue  to  do  so,  is  confidentiality. 

,  The  bigger  the  team,  the  more  peo- 
j'ple  in  the  act,  the  more  opportuni¬ 
ties  there  are  for  breaching  the  very 
important  confidential  exchange 
Detween  patient  and  health  care 
Drofessional.  You  do  not  get  such 
iDonfidences  from  patients  until  you 
nave  their  trust.  Whenever  you  are 
‘working  up  a  patient’,’  and  getting 
I  ;o  know  a  patient,  remember,  that 
Datient  is  also  getting  to  know  you. 
/bu  can’t  expect  people  to  divulge 
he  most  important  confidential  as¬ 
pects  of  their  lives,  which  are  part 
3f  their  problems  they’re  bringing 
oyou,  until  you  give  them  a  chance 
|o  get  to  know  you  and  have  a  basis 


for  trusting  you.  And  this  becomes 
harder  and  harder  in  the  big  institu¬ 
tional  settings  where  we  work  today. 

Finally,  I’d  like  to  say  a  word 
about  paternalism.  I  found  in  my 
encounters  with  “ethicists’,’  that  one 
of  the  things  concerning  them  most 
about  health  professionals  is  what 
they  call  ’’paternalism!’  This  a  tend¬ 
ency  on  the  part  of  doctors,  nurses, 
and  others,  to  “take  over”  for  pa¬ 
tients  and  make  decisions  for  them, 
without  bringing  the  patient  into  the 
decision-making  process  or  finding 
out  what  that  patient’s  values  are. 
Instead  we  tend  to  superimpose  our 
own  values  inordinately.  There’s  no 
doubt  a  certain  element  of  truth  in 
this.  On  the  other  hand,  going  back 
to  my  own  feelings  as  a  patient, 
about  wanting  people  I  can  trust,  I 
also  know  that  when  I’m  sick,  I  want 
to  be  able  to  tell  the  people  looking 
after  me,  “Look,  I  trust  you,  you 
decide  what  needs  to  be  done;  go 
ahead  and  do  it!’  I  don’t  necessarily 
want  all  of  the  information  about 
the  terrible  things  that  might  hap¬ 
pen  to  me  if  everything  doesn’t  go 
the  way  it’s  expected  to  go. 

There  is  a  great  difference  from 
one  patient  to  the  other  as  to  just 
how  much  information  each  wants 
about  his/her  own  condition,  and 
how  much  each  wants  to  enter  into 
the  decision-making  process.  I  think 
it’s  our  responsibility  as  health  pro¬ 
fessionals  to  tailor  our  behavior  to 
people’s  needs  and  wants.  My  own 
observations  are  that  a  great  many 
people  want  a  certain  amount  of 
what  one  could  call  “paternalism” 
and  they  don’t  want  to  be  brought 
into  the  act  more  than  to  a  limited 
degree.  You  have  to  be  very  careful 
to  give  people  every  opportunity  to 
participate,  but  I  think  what  the  eth¬ 
icists  are  tending  to  impress  upon 
us  is  not  overdoing  the  business  of 
telling  all  the  ins-and-outs  of  the 
terrible  things  that  might  happen  in 
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an  operation,  when  these  won't 
really  make  any  difference  one  way 
or  the  other  in  the  decisions  that 
must  be  made. 

I  invite  your  attention,  seriously 
and  concertedly,  to  non-scientific 
value  problems  that  are  eternal  in 
the  health  care  professions  and  to 
recognize  that  the  one  thing  we 
have  to  fear  is  “absolutism!’  We 
should  not  pretend  to  have  answers 
to  value  questions  that  do  not  exist 
for  everybody.  To  cherish  the  plu¬ 
ralism  of  this  society  that  we  live  in, 
we  must  recognize  the  difficulties 
of  carrying  out  this  concept.  We’re 
all  in  this  together,  working  as  a 
team,  yet  trying  to  preserve  the  in¬ 
dividual,  dedicated  responsibility 
that  leads  to  trust,  keeping  our 
sights  on  the  important  values 
which  bridge  the  generations, 
bridge  the  cultures  and  bridge  the 
professions.  And  the  central  focus, 
of  course,  is  caring  for  the  patient. 

(D 
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Commencement 

1981 


When  Rush  University  held  its 
seventh  full  commencement  in 
June,  1981,  two  University  pro¬ 
grams  conferred  degrees  on  their 
|first  graduates.  The  Graduate  Col- 
jlege  awarded  its  first  doctorate 
(degree  in  physiology  to  Ronald 
IjLedvora,  and  the  College  of  Health 
ijSciences  awarded  ten  master  of 
ilscience  degrees  in  health  systems 
Imanagement. 

I  A  total  of  376  degrees  were  con- 
iferred  at  the  afternoon  ceremonies 
(in  Chicago’s  Medinah  Temple. 
(Awarding  the  degrees  were 
iEdward  McCormick  Blair,  repre- 
I  senting  the  Board  of  Trustees  of 
Ithe  Medical  Center,  and  James  A. 
Campbell,  M.D.,  President  of  the 
■Medical  Center.  Degrees  conferred 
lincluded:  129  doctor  of  medicine 
[degrees  from  Rush  Medical  Col¬ 
lege;  three  doctor  of  nursing  sci¬ 
ence  degrees  from  the  College  of 
I  Nursing:  two  doctor  of  philosophy 
(degrees  from  The  Graduate  Col¬ 
lege;  90  master  of  science  degrees 
in  nursing,  five  master  of  science 
degrees  in  clinical  nutrition,  and  10 
master  of  science  degrees  in  health 
systems  management.  In  addition, 
119  baccalaureate  degrees  were 
awarded  in  nursing  and  18  bac¬ 
calaureate  degrees  in  medical 
jtechnology. 

j  Thomas  Harrison  Hunter,  M.D., 
5the  Owen  R.  Cheatham  Professor 
I  of  Science,  University  of  Virginia 
^School  of  Medicine,  received  the 
honorary  degree  of  doctor  of  hu- 
1  mane  letters.  In  presenting  him  for 
1  this  award,  Mark  H.  Lepper,  M.D., 

I  Vice  President,  Inter-Institutional 
Affairs  and  Acting  Dean  of  The 
Graduate  College,  described  Dr. 
Hunter  as  “an  intellectual  giant  of 
firm  purpose  tempered  by  great 
humanism.”  This  award.  Dr.  Lepper 
told  the  audience  of  graduates  and 
their  families  and  friends,  was  no 
“pro  forma  award  but  one  from 
the  Rush  family  to  a  cherished 
family  friend.” 

Dr.  Hunter’s  commencement 
address,  “Values  as  Bridges  — 
Health  Professions  in  Evolution,” 


reflected  some  of  the  major  con¬ 
cerns  discussed  in  the  “Medical 
Center  Hour,”  an  innovative  pro¬ 
gram  he  initiated  at  the  University 
of  Virginia  School  of  Medicine, 
concerning  ethical  issues.  In  his 
talk.  Dr.  Hunter  took  special  note  of 
how  nursing  service  and  nursing 
education  have  been  integrated  so 
successfully  at  Rush,  commenting 
he  “applauded”  Rush  for  doing  so. 
(See  page  31  for  excerpts  from  Dr. 
Hunter’s  remarks.) 


David  Baldwin,  Jr.,  receives  Undergraduate 
Cardiology  Award  from  Joseph  V.  Messer, 
M.D.,  professor.  Internal  Medicine. 


Ten  students  were  in  first  group  to  receive 
master’s  degrees  in  Health  Systems  Man- 


THE  AWARDS 


ALPHA  OMEGA  ALPHA  HONOR 
MEDICAL  SOCIETY 

Undergraduate  membership  is 
extended  to  medical  students  who 
give  promise  of  becoming  leaders 
in  the  field  of  medicine. 

Students  elected  to  membership 
in  Alpha  Omega  Alpha,  Zeta  Chap¬ 
ter  of  Illinois,  were: 

*David  Baldwin,  Jr. 

*Elise  Cheng  Deutsch 
Mary  Adrienne  Draper 
Tasia  Stephanie  Economou 
*Karen  Edna  Forsman 
Arnold  Cohen  Goldberg 
Gail  Eason  Hopkins 
Linda  R.  Kaplan 
*Sara  Leland  Kennedy 
*Shahid  Hameed  Khan 
Eric  Ray  Lyerla 
*James  Allan  Magery 
Steve  Alan  Petersen 
*Lin  Elizabeth  Roberts 
Jonathan  Beck  Rubenstein 
Kathleen  Mary  Shannon 
William  Verre 
Jonathan  C.  Vogel 
Dennis  John  Weber 

^students  installed  as  members 
in  1980 


agement,  a  graduate  program  introduced 
two  years  ago  at  Rush  University. 
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SIGMA  THETA  TAU-THE 
NATIONAL  HONOR  SOCIETY 
FOR  NURSING- 
GAMMA  PHI  CHAPTER 

Membership  is  extended  to 
undergraduate  and  graduate  nurs¬ 
ing  students  who  demonstrate  out¬ 
standing  academic  achievement, 
leadership  qualities,  and  commit¬ 
ment  to  the  ideals  and  purpose  of 
the  profession. 

Members  in  the  Gamma  Phi 
Chapter  are: 

UNDERGRADUATE  NURSING 

Laura  Sample  Bradford 
Innette  Mary  Chico 
Mary  Ann  Colletti 
Dawn  Marie  Comstock 
Patricia  Ann  Dolan 
Maxcelle  Yvonne  Forrester 
Mary  Fudala 
Heidi  Ann  Grant 
Rita  M.  Ibach 
Beth  S.  Isaacs 
Cheryl  Ann  Jenkins 
Nanci  May  Lazar 
Joan  Aileen  Matteson 
Diane  Allison  Matthew 
Phyllis  Nash 
Anne  E.  Norris 
Elyse  Ann  Nowak 
Susan  O’Donnell 
Kathryn  Lynette  Payne 
Bonnie  Lynn  Plants 
Deborah  Ann  Poole 
Claudia  P  Sittler 
Linda  Marie  Solarczyk 
Mable  Sundberg 
Sally  Ann  Trempel 
Vicki  Uhr 

Donna  DeLance  Wilhelmi 

GRADUATE  NURSING 

Marianne  De’Angelis 
Linda  Dee 

Mary  Ellen  Dellefield 
James  Patrick  Doyle 
Leslie  M.  Farmer 
Susan  E.  Galanes 
Linda  Marie  Haggerty 
Marcie  Huna 
Mary  Ann  Krohn 
Wayne  K.  Loek 
Mary  Beth  Neibert 
Mary  Lourdes  Orgrinc 
Lauretta  Quinn 
Joan  Ros 
Jamee  Rosa 
Helen  Marie  Shidler 
Xavier  Smith 
Susan  J.  Squires 
Kathleen  Ann  Stevens 
Sheila  L.  Sula 
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Marian  Walsh 
Debra  Faith  Whidden 
Mary  Zwygart 

HONORS  AND  AWARDS  OFTHE 
COMMENCEMENT  INCLUDED: 

THE  NATHAN  M.  FREER  PRIZE 

To  Sara  Leland  Kennedy,  voted 
by  the  faculty  as  outstanding  senior 
medical  student.  This  award  was 
endowed  in  1892. 

THE  HENRY  M.  LYMAN 
MEMORIAL  PRIZE 

To  John  D.  Edwards,  the  out¬ 
standing  junior  medical  student  as 
voted  by  the  faculty.  This  award  was 
endowed  in  1908. 

THE  DAVID  PECK  PRIZE 

To  John  Everett  La  Flore  III,  for 
the  student  who  has  made  the 
greatest  contributions  to  the  Stu¬ 
dent  National  Medical  Association. 

THE  LEMMON  COMPANY 
STUDENT  AWARD 

To  Dennis  John  Weber,  for  the 
graduating  medical  student  who 
has  excelled  in  the  study  of  family 
practice  as  demonstrated  by  ex¬ 
cellence  in  scholarship  and  con¬ 
cern  for  patients. 

THE  SIR  WILLIAM  OSLER 
PATHOLOGY  PRIZE 

To  David  Baldwin,  Jr.,  for  the 
medical  student  who  has  demon¬ 
strated  outstanding  achievement 
in  diagnostic  or  experimental 
pathology. 


Bruce  Campbell,  Dr.P  H.,  acting  dean,  Col¬ 
lege  of  Health  Sciences  {left)  and  James  A. 
Campbell,  M.D.,  president  of  the  Medical 
Center,  congratulate  Dolores  Anne  Gurnick, 
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THE  UNDERGRADUATE 
CARDIOLOGY  AWARD 

To  David  Baldwin,  Jr.,  for  the 
graduating  student  who  has  had 
the  best  performance  in  a  cardio¬ 
logy  elective  course. 

THE  AMERICAN  MEDICAL 
WOMEN’S  ASSOCIATION 
SCHOLARSHIP  AND 
ACHIEVEMENT  CITATION 

To  Elise  Cheng  Deutsch,  Karen 
Edna  Forsman,  Tasia  Stephanie 
Economou,  Sara  Leland  Kennedy. 

THE  RUSH-PRESBYTERIAN- 
ST.  LUKE’S  NURSE  ALUMNI 
ASSOCIATION  AWARD 

To  Maxcelle  Yvonne  Forrester, 
for  the  outstanding  nurse  graduate. 

THE  COLLEGE  OF  NURSING 
DEAN’S  AWARD  TO  AN 
UNDERGRADUATE  STUDENT 

To  Bonnie  Lynn  Plants,  for  su¬ 
perior  leadership  in  the  under¬ 
graduate  nursing  program. 

THE  KELLOGG 
SCHOLARSHIP  AWARD 

To  Kathleen  Ryan  Delaney,  for 
superior  academic  achievement 
by  a  doctoral  nursing  student. 

THE  COLLEGE  OF  HEALTH 
SCIENCES  DEAN’S  AWARD  TO 
UNDERGRADUATE  STUDENT 

To  Mary  Ann  Hong,  for  out¬ 
standing  academic  performance 
by  an  undergraduate  as  chosen  by 
the  faculty. 


awarded  College  of  Health  Sciences  Dean's 
Award  for  outstanding  performance  as  a 
graduate  student.  (See  story  page  50.) 


THE  MEDICAL  TECHNOLOGY 
FACULTY  AWARD  TO 
UNDERGRADUATE  STUDENT 

To  Chelan  Chan,  for  outstanding 
academic  performance  by  an 
undergraduate  student  as  se¬ 
lected  by  the  faculty. 

THE  COLLEGE  OF  HEALTH 
SCIENCES  DEAN’S  AWARD 
TO  GRADUATE  STUDENT 

To  Dolores  Anne  Gurnick,  for 
outstanding  performance  by  a 
graduate  student  as  chosen  by 
the  faculty. 

THE  GRADUATE 
COLLEGE  AWARD 

To  Ronald  F.  Ledvora  and  Robert 
!  M.  Simpson,  for  excellence  in  re- 
I  search  among  students  in  The 
Graduate  College  as  selected  by 
'  the  faculty. 

5  THE  AESCULAPIUS  AWARD 

i  To  Ronald  Mitsuyasu,  M.D., 
i:  Resident,  Department  of  Medi- 
icine,  for  outstanding  resident- 
\  physician  as  voted  by  the  students. 

THE  DANIEL  BRAINARD 
AWARD 

i  To  Colin  Morley,  Ph.D.,  Assis¬ 
tant  Professor  of  Biochemistry,  for 


outstanding  teacher  in  the  basic 
sciences  as  voted  by  the  gradu¬ 
ating  medical  students. 

THE  PHOENIX  AWARD 

To  Allan  T.  Luskin,  M.D.,  Assis¬ 
tant  Professor  of  Immunology  and 
Internal  Medicine,  for  outstanding 
physician-teacher  as  voted  by  the 
graduating  medical  students. 

THE  COLLEGE  OF  NURSING 
UNDERGRADUATE 
FACULTY  AWARD 

To  Linnea  Carlson-Sabelli,  M.S., 
Assistant  Professor  of  Nursing,  for 
outstanding  teacher  as  voted  by 
the  graduating  students. 

THE  COLLEGE  OF  HEALTH 
SCIENCES  FACULTY  AWARD 

To  Virginia  I.  Wolfe,  Ph.D.,  Asso¬ 
ciate  Professor,  College  of  Health 
Sciences,  for  outstanding  teacher 
as  selected  by  the  students. 

THE  GRADUATE  COLLEGE 
FACULTY  AWARD 

To  Barbara  Hansen,  Ph.D.,  Assis¬ 
tant  Professor,  The  Graduate  Col¬ 
lege,  for  outstanding  teacher  as 
selected  by  the  students. 
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study  Links  Cholesterol 
to  Heart  Attack 


The  Food  and  Nutrition  Board  of 
the  National  Academy  of  Sciences 
concluded  last  year  that  the  avail¬ 
able  scientific  evidence  was  insuf¬ 
ficient  to  justify  any  recommenda¬ 
tion  to  healthy  adults  regarding 
cholesterol  in  their  diets.  This  con¬ 
clusion  caused  considerable  con¬ 
troversy  because  it  disagreed  mark¬ 
edly  with  the  judgments  of  most 
other  scientific  groups  that  had 
reviewed  this  question,  in  particular 
the  recommendation  of  the  U.S. 
Senate’s  Select  Committee  on  Nu¬ 
trition  and  Human  Needs,  which 
called  for  a  major  reduction  in  the 
amount  of  cholesterol  intake  in 
order  to  protect  against  coronary 
heart  disease. 

New  evidence  supporting  the 
diet-heart  theory  and  the  Senate 
Select  Committee’s  recommenda¬ 
tions  was  released  in  early  January 
of  1981  by  researchers  at  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center,  together  with  researchers 
from  the  University  of  Michigan, 
Harvard  Medical  School,  and 
Northwestern  University’s  School 
of  Medicine.  Their  report,  based  on 
a  20-year  study  of  1,900  men,  pre¬ 
sented  strong  evidence  that  the 
consumption  of  large  amounts  of 
cholesterol  increases  the  risk  of 
death  from  heart  attack. 

The  report  was  principally  au¬ 
thored  by  Richard  B.  Shekelle, 
Ph.D.,  Director  of  the  Section  of 
Epidemiology  and  Biostatistics  in 
the  Department  of  Preventive  Medi¬ 
cine.  Co-authors  included  Oglesby 
Paul,  M.D.,  who  was  formerly  a  car¬ 
diologist  on  the  medical  staff  of 
Presbyterian-St.  Luke’s  Hospital 
and  the  medical  faculty  of  the  Uni¬ 
versity  of  Illinois  and  is  now  at 
Harvard  University  Medical  School; 
and  Mark  H.  Lepper,  M.D.,  now 
Vice-President  for  Inter-Institutional 
Affairs  and  Acting  Dean  of  The 
Graduate  School  at  RPSLMC.  This 
team  of  researchers  studied  die¬ 
tary  habits  and  other  factors  relating 
to  coronary  heart  disease  in  a  group 
of  men  working  at  the  Western 
Electric  Company’s  Hawthorne 


Richard  B.  Shekelle,  Ph.D. 


Works  in  the  Chicago  metropolitan 
area.  The  men  were  ranked  accord¬ 
ing  to  a  score  that  summarized  the 
amount  of  cholesterol,  saturated 
fat,  and  polyunsaturated  fat  in  their 
diets.  Nineteen  years  later,  men 
with  relatively  low  diet  scores  had  a 
significantly  lower  death  rate  from 
coronary  heart  disease  than  men 
with  higher  diet  scores. 

“The  message  of  these  findings 
is  that  it  is  prudent  to  decrease 
the  amount  of  saturated  fats  and 
cholesterol  in  your  diet;’  says  Dr. 
Shekelle. 

The  study  is  particularly  impor¬ 
tant,  Dr.  Shekelle  asserts,  because 
it  has  at  long  last  provided  a  miss¬ 
ing  piece  of  evidence  in  support 
of  the  diet-heart  theory.  The  lack  of 
this  evidence  has  been  used  by 
some  critics  to  assert  that  there  is 
not  enough  proof  of  a  link  between 
diet  and  heart  attacks  to  recom¬ 
mend  control  of  diet  as  a  preven¬ 
tive  measure. 

The  diet-heart  theory  is  rooted  in 
a  number  of  discoveries.  It  was  first 
discovered  that  cholesterol  is  a 
major  component  of  atherosclerotic 
plaque.  It  was  also  found  that  ath¬ 
erosclerosis  could  be  caused  in 
animals  by  adding  cholesterol  to 
the  diet.  In  the  50s,  several  labora¬ 
tories  demonstrated  that  changing 
the  level  of  saturated  fats  and 
cholesterol  in  the  diet  predict¬ 
ably  changed  the  level  of  serum 
cholesterol. 

A  major  international  study  also 


showed  that  the  heart  attack  rate  of 
groups  of  men  living  in  seven 
countries— Japan,  the  United 
States,  Yugoslavia,  The  Nether¬ 
lands,  Italy,  Greece,  and  Finland— 
was  directly  related  to  the  percent 
of  calories  obtained  from  saturated 
fats  in  their  diets.  The  highest  satu¬ 
rated  fat  rate  was  in  Finland,  which 
also  had  the  highest  coronary 
artery  disease  rate.  Greece  and 
Japan,  with  very  low  saturated  fat 
in  the  diet,  had  very  low  coronary 
artery  disease  rates. 

In  the  1950s,  heart  specialist 
Oglesby  Paul,  M.D.,  at  that  time, 
a  cardiologist  on  the  medical  staff 
of  Presbyterian  Hospital  and  the 
faculty  of  the  University  of  Illinois, 
was  interested  in  the  diet-heart 
disease  studies  being  conducted 
on  animals. 

After  an  American  Heart  Associ¬ 
ation  conference  to  encourage 
epidemiological  research  related  to 
heart  disease.  Dr.  Paul  asked  Mark 
H.  Lepper,  M.D.,  now  Vice  Presi¬ 
dent  for  Inter-Institutional  Affairs  at 
Rush,  to  help  set  up  the  epide¬ 
miologic  aspects  of  a  long-term 
study  with  emphasis  on  diet.  The 
Western  Electric  Study  was  begun 
in  1957,  with  Dr.  Paul  as  principal 
investigator  and  Dr.  Lepper  in  a 
major  leadership  role. 

In  1961,  Dr.  Shekelle,  who  had 
joined  the  Department  of  Preven¬ 
tive  Medicine  at  the  University  of 
Illinois,  began  measuring  personal¬ 
ity  factors  as  part  of  the  study. 

In  the  first  few  years  of  the  West¬ 
ern  Electric  Study,  1900  partici¬ 
pants  were  examined  by  a  physi¬ 
cian  annually.  In  1970,  the  annual 
exams  were  curtailed.  Until  1976, 
there  was  little  activity  with  the 
study.  At  that  time,  however.  Dr. 
Shekelle  applied  to  do  a  20-year 
follow-up  study  in  order  to  collect 
new  data.  The  project  was  reborn 
and  Dr.  Shekelle,  who  had  taken  a 
position  in  the  Department  of  Pre¬ 
ventive  Medicine  at  Rush,  became' 
principal  investigator. 

By  the  end  of  the  1960s,  recom-i 
mendations  had  already  been 
made  to  the  American  public  about 
how  to  reduce  the  risk  of  coronary 
heart  disease:  stop  smoking,  con¬ 
trol  blood  pressure  and  lower  the 
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amount  of  saturated  fat  and  choles¬ 
terol  in  the  diet. 

These  recommendations  were 
adopted  by  a  variety  of  groups,  but 
:  a  few  individual  voices  spoke  up 
against  the  diet  recommendations. 
They  argued  that  it  hadn’t  been 
proven  that  d/ef  was  directly  linked 
I  to  risks— there  were  many  other 
I  variables,  such  as  heredity,  culture 
j  and  environment. 

“What  the  20-year,  Western  Elec- 
i  trie  Study  has  done”  says  Dr. 

:  Shekelle,  “is  to  show  a  direct  link  in 
individuals  between  diet  and  risk 
I  of  death  from  coronary  heart 
disease:’  H.H. 

j  Grant  Aids 
Lupus  Research 

i  A  three-year  grant,  totalling 
.$1,189,040,  has  been  awarded  by 
the  National  Institutes  of  Health  to 
-Edmund  J.  Lewis,  M.D.,  Director  of 
!the  Section  of  Nephrology  at 
:  Rush-Presbyterian-St.  Luke’s  Med- 
:  ical  Center. 

The  grant  will  support  a  study  on 
;  the  effectiveness  of  plasmaphere- 
isis  in  treating  severe  lupus  nephri¬ 
tis.  This  technique  involves  the 
.replacement  of  the  patient’s  blood 
plasma  with  plasma  from  a  healthy 
^donor  in  order  to  prevent  kidney 
damage  in  lupus  patients  by  reduc- 
!ing  the  number  of  DNA/antibody 
|Complexes  in  their  blood.  Exces¬ 
sive  numbers  of  these  complexes 
ican  clog  the  kidneys’  filtering  sys¬ 
tem  and  cause  renal  failure.  Plas- 
;mapheresis  dilutes  the  patient’s 
blood  and  could  help  control  lupus, 
a  disease  which  affects  the  kidneys, 
as  well  as  the  skin,  joints,  and  vari¬ 
ous  organs. 

i  The  study  will  be  carried  out  in 
|ten  other  institutions  in  addition  to 
iRush:  Case-Western  Reserve  Uni¬ 
versity:  Cleveland  Clinic;  University 
of  Colorado  Health  Science  Cen¬ 
ter;  William  Beaumont  Hospital; 
|Henry  Ford  Hospital;  University  of 
I  owa;  University  of  Michigan  Medi- 
'al  School;  Northwestern  Univer¬ 
sity  Medical  School;  Ohio  State 
Jniversity,  and  the  Medical  College 
)f  Wisconsin.  Dr.  Lewis  is  the 
^reject  Director. 

1. 


This  study  is  the  first  controlled 
trial  of  plasmapheresis  in  treating 
lupus  nephritis,  a  disease  in  which 
the  patient’s  prognosis  is  often 
determined  by  the  severity  of  kid¬ 
ney  involvement.  Dr.  Lewis  has 
previously  treated  some  patients 
with  this  technique  with  encour¬ 
aging  results. 

During  the  study,  200  patients 
are  to  be  treated  at  the  11  partici¬ 
pating  centers;  40  of  these  will  be 
at  Presbyterian-St.  Luke’s  Hospital. 
Half  of  all  patients  will  be  treated 
with  standard  drug  therapy,  the 
other  half  with  both  standard 
therapy  and  plasmapheresis. 

Dr.  Lewis  believes  plasmapher¬ 
esis  must  be  thoroughly  tested  for 
effectiveness  before  it  becomes 
general  medical  practice  as  it  can 
be  an  expensive  procedure. 

“This  study  will  help  us  find  out 
exactly  how  effective  it  is  in  treat¬ 
ing  severe  lupus  nephritis  patients:’ 
said  Dr.  Lewis.  “The  bottom  line  is 
whether  we  can  alter  the  disease 
process  in  a  way  that  significantly 
reduces  patients’  symptoms  and 
prolongs  their  lives!’ 

Dr.  Lewis,  the  author  of  more  than 
50  research  papers  for  professional 
journals,  has  been  a  staff  member 
at  RPSLMC  since  1973.  He  has 
also  taught  at  Harvard  Medical 
School  and  The  University  of 
Chicago.  G.S.C. 


Pilot  Study  Examines 
Hypertension  in  Elderly 


Twenty-five  to  30  percent  of  the 
population  of  the  United  States  has 
hypertension.  Over  a  period  of 
years,  it  is  believed  hypertension 
can  lead  to  atherosclerosis  (harden¬ 
ing  of  the  arteries)  and  stroke, 
among  other  serious  conditions. 
Because  stroke  can  be  such  a  crip- 
pler,  especially  in  older  people,  a 
new  study  is  underway,  the  “Systol¬ 
ic  Hypertension  in  the  Elderly  Pro¬ 
gram”  (SH  EP),  to  evaluate  whether 
elderly  patients  with  systolic  hyper¬ 
tension  can  and  should  be  treated 
more  aggressively  Systolic  hyper¬ 
tension  (an  elevated  pressure  in  the 
blood  vessel  during  the  heart  beat) 
is  commonly  seen  in  the  elderly 
and  is  thought  to  be  caused  by  the 
loss  of  elasticity  in  the  arteries  due 
to  aging. 

The  study  is  funded  by  the 
National  Heart,  Blood  and  Lung 
Institute  and  includes  four  other 
centers  in  addition  to  Rush:  Univer¬ 
sity  of  Pittsburgh;  University  of 
Alabama,  Birmingham;  Washington 
University,  Seattle;  and  Kaiser 
Foundation  Hospital,  Portland. 

James  A.  Schoenberger,  M.D., 
Professor  and  Chairman  of  the  De¬ 
partment  of  Preventive  Medicine, 
Rush  University,  and  1981  presi- 


Edmund  J.  Lewis,  M.D. 


The  Magazine/Summer  1981 


39 


dent  of  the  American  Heart  Associ- 
ation,  is  directing  the  study  at 
Rush-Presbyterian-St.  Luke’s.  Dur¬ 
ing  the  past  decade,  much  of  Dr. 
Schoenberger's  time  has  been  de¬ 
voted  to  the  study,  detection  and 
treatment  of  hypertension  and 
to  educating  the  general  public 
about  it. 

SHEP  is  a  pilot  study  to  examine 
the  feasibility  of  a  large-scale  clin¬ 
ical  study  on  the  problem  of  systol¬ 
ic  hypertension.  Questions  being 
raised  include:  can  sufficient  num¬ 
bers  of  elderly  patients  be  re¬ 
cruited  for  a  large  trial;  can  their 
systolic  blood  pressure  be  lowered 
with  tolerable  physical  side  effects; 
how  will  such  treatment  affect  men¬ 
tal  status,  and  will  the  patients 
adhere  to  the  necessary  treatment 
and  follow-up  regimen?  Five  hun¬ 
dred  men  and  women  over  the  age 
of  60  are  being  recruited  for  the 
study.  One  hundred  patients  are 
being  recruited  in  the  Chicago  area 
by  Dr.  Schoenberger. 

Initially,  the  patients  will  be  eval¬ 
uated  and  randomly  assigned  to 
receive  a  placebo  or  an  anti¬ 
hypertensive  drug  regimen. 
Participants  will  come  in  monthly 
for  a  check-up;  blood  pressure, 
blood  samples  and  cardiograms  will 
be  taken,  and  psychological  inter¬ 
views  will  be  conducted  to  docu¬ 
ment  any  changes  in  mental  status 
or  function.  (Memory  loss  and  de¬ 
pression  may  possibly  be  caused 
by  systolic  hypertension,  however 
anti-hypertensive  drugs  can  cause 
depression.) 


Follow-up  will  continue  for  a  year 
for  each  patient;  the  entire  study  is 
expected  to  take  four  years. 

“This  study  will  begin  to  answer 
a  major  question  in  the  area  of 
hypertension  treatment;’  says  Dr. 
Schoenberger.  “It’s  our  ‘clinical 
hunch’  that  systolic  hypertension 
in  the  elderly  is  treatable  and  could 
decrease  the  incidence  of  debilitat- 
ing  stroke  and  possibly  senile 
dementia. 

“A  large-scale  clinical  trial  follow¬ 
ing  this  pilot  study  would  give  us 
the  necessary  evidence  to  confirm 
or  debunk  the  ‘hunch’.  We  need  the 
support  of  scientific  evidence  from 
such  trials  to  get  beyond  our 
hunches!’  C.R. 

Name  Four  to  Board 
of  Trustees 


Announcement  of  the  election  of 
four  new  members  of  the  Board  of 
Trustees  of  Rush-Presbyterian-St. 
Luke’s  Medical  Center  was  made 
by  Harold  Byron  Smith,  Jr,  Board 
Chairman.  New  members  are 
James  L.  Dutt,  Chairman  of  the 
Board  and  Chief  Executive  Officer 
of  Beatrice  Foods  Company;  Bide 

L.  Thomas,  Executive  Vice  Presi¬ 
dent  of  Commonwealth  Edison 
Company;  Philip  W.  K.  Sweet,  Jr, 
Chairman,  Chief  Executive  Officer 
and  a  director  of  the  Northern  Trust 
Corporation;  and  Robert  J.  Jensik, 

M. D.,  newly-elected  president 
of  the  medical  staff  of  Rush- 
Presbyterian-St.  Luke’s  Medical 
Center. 

Mr.  Dutt  first  joined  Beatrice 
Foods  in  1947  and  had  served  at 
various  levels  of  management  be¬ 
fore  being  named  to  his  current  post 
in  1979.  He  is  also  a  director  on  the 
boards  of  GATX  Corporation,  the 
Chicago  Council  on  Foreign  Rela¬ 
tions,  the  Art  Institute  of  Chicago 
and  the  Lyric  Opera  of  Chicago.  Mr. 
Dutt  earned  a  bachelor  of  arts  de¬ 
gree  from  Washburn  University  and 
an  M.B.A.  from  the  University  of 
Dayton. 

Mr.  Thomas,  who  has  been  with 
Commonwealth  Edison  since  1959, 
is  responsible  for  its  operating  divi¬ 
sions,  industrial  relations,  purchas¬ 


ing  and  marketing  departments.  He 
also  serves  on  the  board  of  direc-  i 
tors  of  Ravenswood  Hospital  Med-  ; 
ical  Center  and  is  Vice  Chairman  of 
the  Board  of  Managers  of  the 
YMCAof  Metropolitan  Chicago.  Mr.  i 
Thomas  received  his  bachelor  of  i 
science  degree  from  Yale  Univer-  ; 
sity  and  an  M.B.A.  from  Harvard  ; 
University. 

Mr.  Sweet  joined  the  Northern’s  'i 
bond  department  in  1953  and  in  .j 
1974  became  an  executive  vice- : 
president.  In  March,  1981,  Sweet ; 
was  named  chairman  of  the  board  : 
and  chief  executive  officer.  He  re- ; 
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ceived  his  A.B.  in  economics  from 
Harvard  and  earned  the  master’s 
in  business  administration  from  The 
University  of  Chicago. 

Mr.  Sweet  is  also  a  director  of 
the  Johnston  R.  Bowman  Health 
Center  for  the  Elderly  of  RPSLMC, 
a  director  of  The  United  Way  of 
Chicago  and  a  member  of  the  board 
of  directors  of  Lake  Forest  Hospital. 

Dr.  Jensik,  Professor  and  Senior 
Attending  Physician,  Department 
of  Cardiovascular-Thoracic  Surgery, 
joined  the  Medical  Center  in  1949. 
He  is  a  graduate  of  the  University 
of  Illinois  College  of  Medicine. 


Bide  L.  Thomas 


New  Medical  Staff 
Officers  Elected 

Robert  J.  Jensik,  M.D.,  professor 
and  senior  attending  physician. 
Department  of  Cardiovascular- 
Thoracic  Surgery,  is  the  new  pres¬ 
ident  of  Rush-Presbyterian-St. 
Luke’s  Medical  Center’s  721- 
member  medical  staff. 

Other  officers  serving  with 
Dr.  Jensik  are  Andrew  Thomson, 
M.D.,  President-elect;  David  L. 
Roseman,  M.D.,  Secretary;  and 
John  R.  Dainauskas,  M.D.,  Treasurer. 

In  his  role  as  president.  Dr.  Jensik 
serves  as  a  member  of  the  Execu- 
:ive  Committee  and  as  a  Trustee  of 
:he  Medical  Center.  He  succeeds 
Joseph  J.  Muenster,  M.D.,  profes¬ 
sor  of  internal  medicine,  associate 


Robert  J.  Jensik,  M.D.,  (left)  succeeded  dent  of  RPSLMC  medical  staff.  Andrew 
Joseph  Muenster,  M.D.,  (center)  as  presi-  Thomson,  M.D.,( right)  is  new  president-elect. 


professor  of  pediatrics  and  senior 
attending  physician,  internal  med¬ 
icine  and  pediatrics,  who  served  as 
medical  staff  president  the  past  two 
years. 

A  graduate  of  the  University  of 
Illinois  College  of  Medicine,  Dr. 
Jensik  joined  the  Medical  Center 
in  1949  after  serving  residencies  in 
pathology  and  surgery  at  the  Uni¬ 
versity  of  Illinois  and  St.  Joseph 
Hospital,  Chicago.  He  is  a  board 
member  of  the  Chicago  Lung 
Association,  medical  director  of  the 
DeKalb  Lung  Clinic,  and  a  member 
of  numerous  scientific  societies. 

President-elect  Andrew  Thom¬ 
son,  M.D.,  is  senior  attending  phy¬ 
sician  and  associate  clinical  pro¬ 
fessor  of  medicine  at  Rush  Medical 
College.  A  graduate  of  Indiana 
University  School  of  Medicine,  Dr. 
Thomson  served  his  internship  and 
residency  at  The  University  of 
Chicago  Hospitals  and  Clinics.  He 
is  treasurer  of  the  Chicago  Medi¬ 
cal  Society  and  a  member  of  its 
board  of  trustees.  Dr.  Thomson 
joined  the  Medical  Center  in  1972. 

David  L.  Roseman,  M.D.,  the  new 
secretary  of  the  medical  staff,  is 
senior  attending  surgeon  and 
associate  professor  of  surgery. 
Rush  Medical  College.  He  com¬ 
pleted  his  surgical  training  at 
Presbyterian-St.  Luke’s  Hospital.  A 
graduate  of  the  University  of  Illi¬ 
nois  College  of  Medicine,  Dr.  Rose¬ 
man  is  currently  a  member  of  that 
school’s  graduate  faculty.  He  is  a 
fellow  of  the  American  College  of 
Surgeons  and  has  been  with  the 
Medical  Center  since  1963. 

John  R.  Dainauskas,  M.D.,  the 
treasurer,  is  associate  professor  of 


pathology  and  director  of  labora¬ 
tory  services  in  the  Department  of 
Pathology.  A  native  of  Lithuania,  Dr. 
Dainauskas  received  his  medical 
degree  from  Loyola  University  of 
Chicago  Stritch  School  of  Medi¬ 
cine.  He  completed  his  internship 
and  residency  at  Presbyterian-St. 
Luke’s  Hospital  and  is  a  member  of 
the  International  Academy  of  Pa¬ 
thology.  Dr.  Dainauskas  joined  the 
medical  staff  in  1968. 


Russe  New  Dean  of 
Rush  Medical  College 

Henry  P  Russe,  M.D.,  has  been 
named  Vice  President  for  Medical 
Affairs  and  Dean  of  Rush  Medical 
College  of  Rush-Presbyterian-St. 
Luke’s  Medical  Center. 

He  is  the  thirteenth  head  of  Rush 
Medical  College,  chartered  in  1837 
as  the  first  college  of  medicine  in 
Illinois. 

Dr.  Russe  had  been  Assistant  Vice 
President  for  Medical  Affairs  and 
Associate  Dean,  Medical  Sciences 
and  Services,  at  the  Medical  Cen¬ 
ter  since  August,  1979.  He  came  to 
Rush-Presbyterian-St.  Luke’s  from 
The  University  of  Chicago  Hospi¬ 
tals  and  Clinics  where  he  was  As¬ 
sociate  Vice  President  (Medical 
Services)  and  Chief  of  Staff. 

In  his  new  appointment.  Dr.  Russe 
succeeds  Roberts.  Blacklow,  M.D., 
who  resigned  as  Vice  President  and 
Dean  in  November,  1980. 

Dr.  Russe  has  served  five  terms 
as  President  of  the  Institute  of  Med¬ 
icine  of  Chicago  and  is  currently 
Chairman  of  the  Board.  His  mem- 
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berships  include  the  Board  of 
Directors  of  the  Schweppe  Foun¬ 
dation  and  the  Board  of  Overseers 
of  Lewis  College,  Illinois  Institute 
of  Technology.  He  is  also  a  Fellow 
of  the  American  College  of 
Physicians. 

Trained  as  an  immunologist  and 
allergist,  Dr.  Russe  is  a  graduate  of 
The  University  of  Chicago  Medical 
School  and  received  his  under¬ 
graduate  degree  from  Indiana  Uni¬ 
versity. 

He  is  a  former  Vice  President, 
Internal  Medicine,  Columbus- 
Cuneo-Cabrini  Medical  Center,  and 
former  Chairman,  Department  of 
Medicine,  Columbus-Cuneo- 
Cabrini.  He  also  has  held  faculty 
positions  at  Northwestern  and 
Loyola  Universities.  In  1978  he  was 
Scholar  in  Residence  at  the  Asso¬ 
ciation  of  American  Medical  Col¬ 
leges,  Washington,  D.C. 

Dr.  Russe  is  a  past  president  of 
the  Chicago  Society  of  Internal 
Medicine  and  of  The  University  of 
Chicago  Medical  Alumni  Associa¬ 
tion.  He  has  also  served  as  a  mem¬ 
ber  of  the  Board  of  Directors  of  the 
Illinois  Foundation  for  Medical 
Care,  the  Home  for  Destitute  and 
Crippled  Children  and  the  Board  of 
Trustees  of  the  Chicago  Home  for 
Incurables. 


Henry  P  Russe,  M.D. 


Master’s  Program 
in  Occupational  Therapy 


A  new  program,  leading  to  the 
master  of  science  degree  in  occu¬ 
pational  therapy,  will  be  offered  in 
the  College  of  Health  Sciences  of 
Rush  University  beginning  with  the 
fall,  1981,  quarter.  It  is  the  first  mas¬ 
ter’s  program  in  the  country  spe¬ 
cializing  in  sensory  integration, 
and  will  emphasize  advanced  tech¬ 
niques  in  specialized  areas  of  this 
discipline.  In  pediatrics,  for  exam¬ 
ple,  the  program  will  focus  on  learn¬ 
ing  disabilities,  mental  disabilities 
and  cerebral  palsy.  For  adult  pa¬ 
tients,  the  program  will  emphasize 
rehabilitation  for  such  conditions  as 
stroke,  head  trauma  and  neurolog¬ 
ical  handicaps,  and,  in  geriatrics, 
the  loss  of  sensory  awareness 
based  on  the  aging  process  instead 
of  disease. 

Coursework  will  include  a  con¬ 
centration  in  the  neurosciences: 
neurology,  neurophysiology,  and 
neuropsychology:  sensory  integra¬ 
tion  theory,  evaluation,  and  treat¬ 
ment  techniques;  assessment  and 
evaluation  techniques;  and  re¬ 
search  methodologies.  Because  it 
is  anticipated  that  many  of  the  grad¬ 
uates  will  be  involved  in  teaching,  a 
component  of  the  program  focuses 
on  the  development  of  therapists 
for  the  role  of  teacher.  Concurrent 
with  formal  coursework,  students 
will  be  able  to  enhance  their  clin¬ 
ical  and  investigative  expertise  at 
several  occupational  therapy  clin¬ 
ical  sites  throughout  the  Medical 
Center. 

Cynthia  Hughes,  M.Ed.,  O.T.R., 
is  Director  of  the  new  Section  of 
Occupational  Therapy,  and  13 
Medical  Center  occupational  ther¬ 
apists  have  received  faculty  appoint¬ 
ments  within  the  College  of  Health 
Sciences.  FG. 


Rush  Chapel  Paintings 
by  Chicago  Artist 


Patients,  visitors  and  staff  mem¬ 
bers  who  come  to  worship  or  med¬ 


itate  in  the  chapel  of  the  Johnston 
R.  Bowman  Health  Center  for  the 
Elderly  are  enjoying  the  beauty  of 
a  series  of  paintings  donated  by 
Chicago  artist  Susan  Tenzi  Zeid- 
man.  The  paintings,  expressing  Old 
and  New  Testament  themes,  were 
executed  by  Zeidman  especially 
for  a  triptych  above  the  altar  in  the 
chapel.  There  are  four  paintings  in 
all,  which  are  rotated  for  display  in 
the  three-paneled  triptych  according 
to  the  appropriate  religious  season. 

Commissioning  of  the  paintings 
was  initiated  by  Mary  Elizabeth 
Jackson,  Director  of  Volunteers  at 
the  Bowman  Center.  Jackson  con-  ; 
tacted  the  School  of  the  Art  Insti-: 
tute  of  Chicago,  seeking  a  volunteer 
to  create  an  ecumenical  design  for 
the  chapel;  recent  graduate  Zeid¬ 
man  responded. 

Zeidman,  whose  other  work  in¬ 
cludes  private  portrait  commissions, 
illustrations,  and  “photo-real”  nee- : 
diework,  consulted  with  Jackson  ; 
and  Reverend  William  Wagner,;: 
chaplain  at  the  Bowman  Center,  be-i 
fore  undertaking  an  in-depth  study  j 
of  the  Old  and  New  Testaments  as  | 
preparation  for  the  project.  Scenes;] 
depicted  in  her  work  include  a  i 
table  set  for  a  Seder  meal,  before  a  ? 
window  overlooking  Herod’s  Tern-  i 
pie  in  Jerusalem.  A  story  from  the 
Gospels  is  brought  to  life  in  another  f 
colorful  panel.  Other  biblica:; 
themes  are  represented  in  the  ad-  ■ 
ditional  paintings. 


Rev.  William  Wagner  and  artist  Susan  Ten 
Ziedman. 
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I  The  panels,  which  took  two  years 
to  complete,  have  been  well- 
received  by  both  patients,  staff  and 
visitors,  says  Jackson. 

“They  give  patients  something  to 
"  relate  to  when  they  worship  at  the 
various  services  here,”  Jackson 
says.  “They  definitely  add  to  the 
meditative  atmosphere  of  the 
chapel.” 

Regularly  scheduled  activities 
'held  in  the  Bowman  Center  chapel 
jinclude  an  ecumenical  service  on 
^Sunday,  a  Roman  Catholic  mass 
once  a  week,  and  “Moments  of 
Meditation,”  a  weekly  discussion 
and  prayer  group.  Jewish  services 
are  also  held  during  appropriate 
[holiday  seasons  throughout  the 
ijyear.  J.L.H. 


New  Program  in 

If  Allergy  and  Immunology 

\ _ 

u  A  merger  between  the  clinical 
[  I  aspects  of  allergy  and  the  research 
-  i  aspects  of  immunology  has  resulted 
ilin  the  establishment  of  a  new 
^[program  in  Allergy  and  Clinical 
'  j  Immunology  at  Rush-Presbyterian- 
'St.  Luke’s  Medical  Center.  "By 
ijcombining  these  two  disciplines, 
(research  efforts  in  immunology 
lhave  become  much  more  patient- 
joriented,  while  the  clinical  applica¬ 
tions  of  traditional  allergy  treatment 
are  now  better  understood  and 
: available  to  a  much  wider  patient 
population,”  explains  Allan  T. 

!  Luskin,  M.D.,  Director  of  clinical 

i  services  in  the  program  and  Assist- 

ii  ant  Professor  of  Internal  Medicine 
I  and  Immunology  at  Rush  Univer- 
i|  sity.  The  program  at  Rush  is  one  of 
[  only  three  in  the  city  which  com- 
\  bines  the  two  fields  of  allergy  and 
I  immunology. 

I  The  major  thrust  of  the  Allergy 
I  and  Clinical  Immunology  Program 
I  at  Rush  is  academic.  The  program 
is  designed  to  provide  medical  stu¬ 
dents,  residents,  and  fellows  a  wide 
variety  of  learning  situations:  inter- 
i  acting  with  patients,  laboratory 
research,  participation  in  small 
.group  discussions,  and  ward 
1  rounds  and  lectures. 

The  most  important  academic 


element  of  the  program  is  the 
two-year,  post-graduate  training 
offered  to  fellows  who  have  com¬ 
pleted  their  residency  either  in 
medicine  or  pediatrics.  Fellows 
spend  the  first  year  of  training 
almost  entirely  on  clinical  activities, 
seeing  a  large  number  of  inpatients 
and  outpatients.  The  second  year 
of  training  is  devoted  to  fine-tuning 
clinical  knowledge  and  doing  basic 
or  clinical  research.  Once  the  train¬ 
ing  is  completed,  fellows  become 
practicing  consultants  in  Allergy 
and  Clinical  Immunology,  and  are 
board-certified  as  in  any  other  med¬ 
ical  specialty. 

The  program  is  also  designed  to 
provide  training  for  students  taking 
an  immunology  rotation  in  their 
third  year  of  medical  school,  and 
for  residents  in  surgery,  dermatol¬ 
ogy,  pulmonary  medicine,  and 
otolaryngology.  Each  rotation  lasts 
one  month,  with  approximately 
70-80  students  participating  in  the 
program  each  year. 

In  addition  to  the  rotations  and 
post-graduate  training,  staff  mem¬ 
bers  in  the  Allergy  and  Clinical 
Immunology  Program  lecture  to 
second-year  medical  students  in 
immunology,  and  give  lectures  to 
medical  and  pediatric  students  and 
residents,  attending  staff,  nurses, 
and  students  in  the  medical  tech¬ 
nology  program  at  Rush  University. 
Staff  members  also  serve  as  a  major 
resource  for  lecturing  about  Allergy 
and  Clinical  Immunology  at  hospi¬ 
tals  and  medical  institutions  in 
Chicago  and  throughout  the  State 
of  Illinois. 

Henry  Gewurz,  M.D.,  the  Thomas 
J.  Coogan,  Sr,  Chairman  of  Immu¬ 
nology  and  Professor  of  Immu¬ 
nology,  Internal  Medicine  and 
Pediatrics  at  Rush  University, 
directs  the  program,  with  special 
emphasis  on  research  activities.  Dr. 
Luskin  directs  the  program’s  clini¬ 
cal  and  teaching  services.  Anita 
Gewurz,  M.D.,  Assistant  Professor 
of  Pediatrics  and  Immunology,  is 
also  involved  in  the  instruction  of 
students  and  residents. 

The  program  also  has  a  full-time 
nurse-practitioner,  Maggie  German, 
R.N.,  who  has  been  with  the  pro¬ 
gram  since  its  inception.  She 


teaches  allergy  management  and 
allergy  diagnostic  techniques  to 
rotating  residents  and  medical 
students.  In  addition,  a  full-time 
researcher,  Larry  Thomas,  Ph.D., 
carries  out  basic  research.  Cur¬ 
rently,  Dr.  Thomas  is  engaged  in  the 
study  of  allergic-mediated  inflam¬ 
mation  and  the  mechanism  of 
allergic  reaction. 

Clinical  and  research  activities  of 
the  program  are  closely  related.  “As 
a  result,  we’ve  begun  to  see  many 
new  kinds  of  patients,”  says  Dr. 
Luskin.  “For  example,  we’re  treat¬ 
ing  many  patients  with  occupa¬ 
tional  lung  disease  because  of  our 
research  in  the  area  of  environ¬ 
mental  influences  on  the  immune 
system.  We’re  also  seeing  many 
more  patients  with  immunodefi¬ 
ciency  diseases  — people  whose 
bodies  simply  can’t  fight  off  infec¬ 
tions,  as  well  as  more  patients  with 
autoimmune  disorders,  such  as 
lupus  erythematosus  and  polymyo¬ 
sitis.  These  are  hypersensitivity  dis¬ 
eases  where  the  immune  system 
overreacts,  or  reacts  inappropri¬ 
ately,  as  with  the  classic  allergic 
disorders,”  explains  Dr.  Luskin. 

One  area  of  major  concern  in  the 
program’s  current  research  is  how 
and  why  some  people  are  hyper¬ 
sensitive  while  others  are  immuno- 
deficient.  “Once  we  understand 
the  basic  mechanisms  that  cause 
these  conditions  and  how  they 
interact,  we  think  we  will  have  some 
major  information  toward  treating 
the  problems,”  Dr.  Luskin  says.  “We 
are  looking  at  how  and  when  the 
body’s  inflammatory  system  works, 
when  it  is  helpful  and  when  it  may 
actually  cause  harm!’ 

Looking  beyond  this  step  of  the 
research  Dr.  Luskin  hopes  someday 
to  apply  lessons  learned  in  the 
Allergy  and  Clinical  Immunology 
Program  to  the  major  research 
being  conducted  in  the  oncology 
section  at  RPSLMC.  “If  we  can  learn 
enough  about  why  the  body’s  im¬ 
mune  system  fails  to  destroy  a 
harmful  element,  and  then  apply 
that  knowledge  to  why  the  body 
fails  to  destroy  a  cancer,  we  think 
we’ll  have  the  beginnings  of  a  notion 
as  to  how  to  treat  some  cancer 
patients,”  says  Dr.  Luskin.  A.M. 
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Cost  Effective  Approach 
to  Primary  Care 


As  public  concern  increases  over 
rising  health  care  costs,  physicians 
face  the  challenge  of  providing 
high-quality  care  that  is  also  cost- 
effective.  One  of  the  best  methods 
for  meeting  that  challenge  is  the 
periodic  physical  examination, 
according  to  Erich  E.  Brueschke, 
M.D.,  Chairman  of  the  Department 
of  Family  Practice  at  the  Medical 
Center  and  Program  Director  of  the 
Rush-Christ  Family  Practice  Resi¬ 
dency  Program. 

Although  studies  show  that  fewer 
than  ten  percent  of  patients  visit 
their  physicians  for  routine  physi¬ 
cals  or  to  check  for  pre-symptomatic 
conditions,  over  75  percent  do  see 
their  physicians  at  least  once  a  year, 
either  to  follow-up  known  problems 
or  for  treatment  of  new  symptoms. 
Dr.  Brueschke  recommends  that 
primary  care  physicians  use  these 
visits  for  preventive  medicine  and 
patient  education  by  scheduling 
enough  time  to  give  routine  physi¬ 
cal  exams.  ‘As  family  practice  phy¬ 
sicians,  we  must  be  concerned  with 
the  patient  as  a  whole,  not  simply 
with  the  patient’s  symptoms,”  he 
says. 

Dr.  Brueschke  and  an  associate 
in  the  Rush-Christ  Family  Practice 
Residency  Program,  Robert  S. 
Heck,  M.D.,  described  the  merits  of 
this  type  of  approach  in  contrast  to 
multiphasic  screening  programs  in 
a  recently-published  article  titled 
“The  Yearly  Physical  Examination,” 
which  appeared  in  The  Female 
Patient  magazine. 

In  the  article,  the  authors  point 
out  some  of  the  problems  with 
multiphasic  screening,  as  well  as 
the  advantages  of  the  routine  exam 
in  the  physician’s  office.  ’’Diag¬ 
nostic  tests  currently  given  in 
multiphasic  screenings  are  not,  as 
yet,  sophisticated  enough  to  detect 
diseases  in  the  very  early  or  asymp¬ 
tomatic  stages,”  says  Dr.  Brueschke. 
“Instead,  they  tend  to  pick  up 
chronic  types  of  conditions  that  the 
patient  is  already  aware  of.”  In  addi¬ 
tion,  the  results,  which  are  mailed 
to  the  patient’s  physician,  are  in  a 


form  that  physicians  often  find  dif¬ 
ficult  to  interpret. 

Because  multiphasic  screening 
involves  almost  no  one-to-one  con¬ 
tact  between  patient  and  health 
care  professional,  it  fails  to  consider 
a  patient’s  particular  lifestyle, 
which  may  reveal  important  risk 
factors.  For  the  same  reason,  multi¬ 
phasic  screening  does  not  provide 
the  patient  with  any  type  of  health 
education— an  important  compo¬ 
nent  of  preventive  medicine. 

In  fact,  patient  education  may  be 
the  most  significant  aspect  of  the 
routine  physical  exam.  “The  patient 
is  often  in  the  best  position  to  detect 
disease  in  its  early  stages,”  Dr. 
Brueschke  says.  “This  is  why  it  is  so 
important  for  physicians  to  teach 
patients  to  recognize  the  signs  and 
symptoms  of  disease,  especially 
cancer,  and  to  emphasize  the 
importance  of  seeking  treatment  as 
soon  as  a  problem  becomes  appar¬ 
ent.”  Ninety  percent  of  breast  can¬ 
cers,  for  example,  are  first  detected 
by  self-examination. 

The  routine  physical  exam  also 
gives  the  physician  an  opportunity 
to  update  the  patient’s  history.  Pri¬ 
mary  care  physicians  should  ques¬ 
tion  patients  about  eating  habits, 
exercise,  the  occupational  hazards 
of  their  job,  including  stress,  their 
genetic  backgrounds,  even  whether 
or  not  they  use  seat  belts.  “People 
often  take  the  advice  of  their  phy¬ 
sicians  more  seriously  than  they 
might  take  the  same  advice  from 
a  friend  or  from  the  media,”  says 
Dr  Brueschke.  Being  aware  of  a 
patient’s  history  and  lifestyle  is  one 
way  a  physician  may  uncover  hid¬ 
den  risk  factors  or  asymptomatic 
disease  that  would  not  be  detected 
by  the  more  impersonal  multiphasic 
screening  method. 

Dr.  Brueschke  and  his  colleagues 
feel  it  important  for  family  practice 
physicians  to  provide  necessary 
health  education,  maintenance, 
and  screening  for  patients  of  all 
ages,  while  discouraging  unneces¬ 
sary  diagnostic  tests  and  overutili¬ 
zation  of  facilities.  To  put  this  belief 
into  practice,  they  have  devised  a 
Health  Maintenance  Plan  based  on 
a  checklist  system.  The  checklist, 
which  is  reprinted  in  the  article  in 


The  Female  Patient  magazine,  lists 
diagnostic  tests  or  procedures, 
including  immunizations,  which 
should  be  given  each  year  accord¬ 
ing  to  a  patient’s  age. 

The  checklist  can  be  attached  to 
each  patient’s  chart  and  modified 
to  fit  an  individual’s  unique  lifestyle 
or  cultural,  racial  or  genetic  back¬ 
ground.  The  physician  can  see  at  a 
glance  which  tests  a  patient  needs 
and  the  patient  is  assured  that  he  or 
she  is  being  tested  appropriately. 
The  system  is  cost-effective 
because  it  ensures  that  diagnostic 
tests  are  not  being  duplicated  un¬ 
necessarily.  The  only  requirement 
is  that  patients  who  are  not  seen 
during  the  year  be  given  notice  by 
the  physician’s  office  to  make  an 
appointment  for  a  physical. 

The  article  also  describes  a  new 
approach  to  the  yearly  physical 
exam  designed  to  help  practicing 
physicians  save  time  and  motion 
during  the  screening  physical. 


The  12-Minute  Physical 
Examination 

Step  1 :  History  update  as  part 

of  physical  examination  after 
patient  is  undressed,  gowned, 
and  comfortably  seated  in  the 
examining  room. 

Step  2:  Patient  seated  on  end  of  exam¬ 
ining  table  facing  physician. 

(1)  Eyes— including 
ophthalmoscopy 

(2)  Ears  and  nose— including 
otoscopy 

(3)  Throat— penlight 

(4)  Head  and  neck— palpation 
important 

(5)  Breast  exam  and  upper 
extremities 

(6)  Heart  and  lungs 

Step  3:  Patient  in  supine  position, 

physician  on  patient  s  right  side 
(unless  physician  is  left-handed). 

(7)  Breast  and  heart  exam 
concluded 

(8)  Abdomen 

Step  4:  Patient  in  lithotomy  position 

(9)  Pap  smears— bimanual 
breast  examination 

(10)  Rectal 

Step  5:  Patient  standing  facing 
physician 

(11)  Groin 

(12)  Lower  extremities 


The  12-minute  physical  exam,  detailed^ 
above,  assists  physician  in  detecting  early 
signs  of  disease. 
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'Following  this  approach,  a  simple 
jyet  thorough  exam  can  be  given 
;in  about  twelve  minutes,  including 
jtaking  a  patient’s  history  and  doing 
ia  routine  examination  of  all  body 
parts  and  systems.  Special  empha¬ 
sis  is  given  to  teaching  patients 
about  organs  and  body  systems 
where  symptoms  may  not  be  easily 
noticed. 

This  new  approach  to  the  yearly 
! physical,  plus  the  Health  Mainte¬ 
nance  Plan, can  increase  physicians’ 
efficiency:  both  are  now  part  of  the 
jcourse  of  study  for  Rush  Medical 
jCollege  students  and  residents  in 
the  Rush-Christ  Family  Practice 
Residency  Program. 

Dr.  Brueschke  warns  that  the 
twelve-minute  physical  does  not 
replace  the  complete  physical. 
However,  it  does  offer  a  sensible 
and  cost-effective  approach  to  pri¬ 
mary  care,  and  if  the  need  for  more 
thorough  diagnostic  tests  is  discov- 
lered  they  can  easily  be  arranged. 
"Prevention  is  the  real  challenge 
in  medicine  today,”  says  Dr. 
i  Brueschke.  "The  point  of  the  yearly 
exam  and  the  Health  Maintenance 
Plan  is  to  catch  disease  in  its  earliest 
jstages.  That’s  the  time  a  physician 
can  intervene  and  really  have  an 
effect  on  the  quality  of  a  patient’s 
I  life.’’  A.M. 


Najafi  Heads 
International  Group 


Hassan  Najafi.  M.D 


Hassan  Najafi,  M.D.,  Professor  of 
Surgery  and  Chairman,  Department 
of  Cardiovascular-Thoracic  Surgery 
at  Rush-Presbyterian-St.  Luke’s 
Medical  Center,  has  been  named 
president-elect  of  the  Society  of 
Thoracic  Surgeons. 

Dr.  Najafi,  who  performed  the  first 
adult  heart  transplant  in  Chicago, 
will  assume  the  presidency  of  the 
2,000-member  international  orga¬ 
nization  in  January  of  1982.  He  is  a 
founding  member  of  the  Society  of 
Thoracic  Surgeons  and  served  as 
chairman  of  the  society’s  Commit¬ 
tee  for  Standards  and  Ethics. 

Dr.  Najafi  came  to  Rush  in  1958 
as  a  resident  in  surgery  following 
an  internship  at  George  Washing¬ 
ton  University  Hospital  in  Washing¬ 
ton.  A  native  of  Iran,  Dr.  Najafi 
graduated  first  in  his  class  at  Tehran 
University  School  of  Medicine  in 
1954.  He  has  been  involved  in  clin¬ 
ical  and  research  activities  in  car¬ 
diovascular  surgery  since  1960. 

Dr.  Najafi  has  served  on  more 
than  a  dozen  national  committees 
concerned  with  cardiovascular- 
thoracic  surgery.  He  is  currently  a 
director  of  the  American  Board  of 
Thoracic  Surgery,  chairman  of  its 
Recertification  Examination 
Committee,  member  of  the  Inter¬ 
society  Commission  for  Heart  Dis¬ 
ease  Resources  and  on  the  editorial 
council  of  the  Annals  of  Thoracic 
Surgery.  He  is  the  immediate  past- 
chairman  of  the  Residency  Review 
Committee  for  Thoracic  Surgery 
and  past-president  of  the  Thoracic 
Surgery  Directors  Association. 

A  fellow  of  the  American  College 
of  Surgeons  and  the  American  Sur¬ 
gical  Association,  Dr.  Najafi  has  lec¬ 
tured  and  published  widely  on  the 
surgical  treatment  of  heart  disease, 
including  heart  valve  replacements, 
coronary  bypasses  and  complica¬ 
tions  of  heart  attack.  Dr.  Najafi’s 
initial  report  on  subendocardial 
hemorrhagic  necrosis  has  stimu¬ 
lated  many  clinical  and  laboratory 
investigations  leading  to  the  pres¬ 
ent  improved  methods  of  myocar¬ 
dial  preservation.  He  has  produced 
and  presented  a  number  of  movies 
highlighting  important  surgical 
techniques  in  cardiovascular- 
thoracic  surgery. 


Dr.  Najafi  is  a  member  of  the 
American  Heart  Association's 
Council  on  Cardiovascular  Surgery 
and  has  been  active  in  the  Chicago 
Heart  Association,  serving  on  the 
latter’s  Board  of  Governors  since 
1973.  fM. 


Kark  Completing 
Biography  of  Bright 


Robert  Kark,  M.D.,  and  Mrs.  Kark,  his  re¬ 
search  assistant. 


He  spoke  13  languages,  includ¬ 
ing  three  gypsy  dialects.  He  was  a 
physician,  artist,  geologist,  author, 
mountain-climber,  and  botanist. 
“Richard  Bright  was  one  of  the  five 
or  six  great  physicians  of  all  time!’ 
says  Robert  Kark,  M.D.,  Associate 
Chairman,  Department  of  Internal 
Medicine  at  RPSLMC,  who  is  writ¬ 
ing  a  biography  of  Bright. 

Richard  Bright  is  best  known  for 
his  work  in  the  area  of  kidney  dis¬ 
ease,  or  Bright’s  Disease,  as  it  was 
initially  known.  Until  Bright  pub¬ 
lished  his  first  volume  on  kidney 
disease  in  1827,  virtually  nothing 
was  known  about  this  condition  in 
the  medical  community. 

"By  1840;’  says  Dr.  Kark,  "he  was 
the  most  famous  consultant  in  Eu¬ 
rope.  His  main  interests,  aside  from 
kidney  disease,  were  brain  and  gas¬ 
troenterological  diseases  and  he 
made  many  discoveries  in  neurol¬ 
ogy,  gastroenterology  and  kidney 
disease!’ 

Dr.  Kark  began  collecting  mate¬ 
rials  on  Bright  in  1958,  when  he 
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traveled  to  London  to  give  the 
Harveian  Oration  on  the  100th 
Anniversary  of  the  famous  British 
physician’s  death.  He  discovered 
that  no  biography  of  Bright  had  ever 
been  written— and  decided  to  write 
one  himself.  To  that  end,  Dr.  and 
Mrs.  Kark,  who  is  his  research  as¬ 
sistant,  returned  to  England  five 
times  to  delve  into  the  Bright  pa¬ 
pers;  their  research  also  took  them 
to  Paris,  Iceland,  Scotland,  Austria, 
Hungary,  and  Australia. 

“The  Brights  were  an  amazing 
family,”  Mrs.  Kark  says.  “They  were 
members  of  Parliament,  judges, 
scholars,  generals  and  friends  of 
great  scientists.  Richard  Bright’s 
father  was  a  friend  of  Benjamin 
Franklin.  The  British  Museum  has 
three  tons  of  geologic  specimens 
collected  by  Richard  Bright,  his 
father  and  his  brothers.  They  were 
part  owners  of  the  first  steamship 
to  cross  the  Atlantic,  and  they  were 
involved  with  the  opening  of  the 
first  Great  Western  railroad  in 
England!’ 

Tracking  down  information  on  this 
many-faceted  family  and  on  Dr. 
Bright  took  the  Karks  from  London 
to  Australia  where  Dr.  Kark  discov¬ 
ered  the  largest  of  five  Bright  fam¬ 
ily  collections,  which  included 
family  papers,  books  and  paintings 
by  Rembrandt.  Relatives  in  Mel¬ 
bourne,  Australia,  had  the  collec¬ 
tion  but  the  head  of  the  family  there 
was  elderly  and  ill  and  unable  to 
cooperate.  Later,  Dr.  Kark  heard  the 
whole  family  collection  had  been 
destroyed  in  a  fire. 

“So  I  gave  up”  says  Dr.  Kark.  “But 
then  I  received  word  that  a  collec¬ 
tion  of  Richard  Bright’s  paintings 
had  been  found  in  the  basement  at 
the  family  house  in  Sorrento,  a  little 
seacoast  village  60  miles  south  of 
Melbourne.  We  were  invited  to  visit 
them  there,  where  we  found  about 
26  boxes  of  most  valuable  docu¬ 
ments  dating  from  1450  to  1870— 
mostly  family  business  records. 
They  dealt  with  everything  from  sci¬ 
ence,  to  business,  to  personal 
papers— records  of  trade  in  North 
America,  Jamaica  and  the  Baltic, 
family  letters,  law  cases,  and  a 
series  of  beautiful  love  letters  from 
Richard  Bright’s  father  to  his 
mother. 
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“We  recognized  that  if  something 
weren’t  done,  the  whole  collection 
would  disintegrate  because  of  mold 
infection”  explained  Dr.  Kark.  “I  cor¬ 
responded  with  the  family  who 
eventually  decided  to  donate  the 
collection  to  the  University  of  Mel¬ 
bourne  archives!’ 

On  a  visit  to  Australia  in  1980, 
the  Karks  finished  the  bulk  of  their 
research.  Dr.  Kark  is  now  well  into 
the  writing  of  his  biography  of 
Richard  Bright. 

“This  is  the  really  interesting  part” 
says  Dr.  Kark,  “to  synthesize  the 
material  I ’ve  got  into  a  coherent  pic¬ 
ture  of  Bright  who  lived  at  a  time 
when  medicine  changed  from 
dogma  to  science!’  J.L.H 

Grants  Aid  Education 
in  Understanding 
Alcoholism 

Rush-Presbyterian-St.  Luke’s 
Medical  Center  recently  received 
two  grants  which  will  be  used  to 
develop  and  implement  new  and 
better  programs  for  preparing  med¬ 
ical  students  and  residents  to 
undertand  and  treat  the  disease  of 
alcoholism.  Program  support  comes 
from  a  $50,000  grant  to  Rush  Med¬ 
ical  College  from  the  Kroc  Founda¬ 
tion,  and  from  a  portion  of  a 
$523,684  grant  awarded  to  the  De¬ 
partment  of  Family  Practice  by  the 
Health  Resource  Division  of  the 
Department  of  Health  and  Human 
Services. 

The  new  programs  will  address  a 
distinct  need  because,  traditionally, 
medical  students  and  residents 
have  received  relatively  little  formal 
training  in  dealing  with  alcoholism. 
In  addition,  most  medical  students’ 
primary  exposure  to  this  disease 
usually  comes  when  treating  often 
belligerent  alcoholics  admitted  to 
hospital  emergency  rooms  after 
home  or  auto  accidents.  As  a  re¬ 
sult,  many  medical  students,  and 
also  some  practicing  physicians, 
stereotype  most  alcoholics  as 
“bums,”  and  alcoholism  as  ex¬ 
tremely  frustrating  to  treat.  The 
new  programs  underway  at  Rush 
are  designed  to  counter  such 
misconceptions. 
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Through  the  Kroc  Foundation 
grant.  Rush  is  one  of  six  medical 
schools  in  the  U.S.  participating  in 
a  collaborative  effort,  known  as 
“Project  Cork,”  to  devise  new  meth¬ 
ods  for  training  undergraduate 
medical  students  in  the  treatment 
of  alcoholism.  All  Rush  Medical  Col¬ 
lege  students  will  participate  in  the 
program  as  part  of  their  Family 
Practice  Core  Clerkship,  an 
eight-week  required  rotation  taken 
in  the  second  year  of  medical 
school. 

It  is  hoped  that  the  materials  de¬ 
veloped  for  this  program  at  Rush 
and  the  other  five  participating 
medical  schools  will  be  adopted  bv 
medical  institutions  across  the 
country.  Joining  Rush  in  Projec' 
Cork  are:  Dartmouth  Medica 
School,  Case  Western  Reserve  Uni¬ 
versity,  the  University  of  Colorado 
Morehouse  College,  and  the  Uni 
versity  of  Washington.  Gerald  S 
Gotterer,  M.D.,  Ph.D.,  Associate 
Dean  of  Medical  Student  Programs 
Rush  Medical  College,  is  directo 
of  Project  Cork  at  Rush. 

The  Project  Cork  curriculum  in 
eludes  lectures  supplemented  b\ 
corresponding  written  material 
special  classes  utilizing  video-tapec 
programs  showing  interviewing 
techniques  and  treatment  method.^ 
in  realistic  settings,  and  visits  to  twe 
Alcoholics  Anonymous  meetings.; 

Rush  is  the  only  medical  schoc' 
in  the  country  in  which  student 
are  able  to  observe  and  participak 
in  AA  meetings.  These  meeting' 
are  held  on  campus.  At  the  first  ses 
sion,  the  standard  AA  program,  it  i 
which  group  members  speak  abot 
how  alcohol  has  affected  their  lives 
is  followed  by  a  question-anc 
answer  session  in  which  student 
can  ask  AA  members  not  only  aboi 
their  disease  but,  more  importani  | 
about  their  experiences  with  th  j 
medical  establishment.  “One  menr 
ber  of  the  participating  AA  group  il 
a  physician,”  says  Thomas  Den; 
M.D.,  Course  Director  for  the  Farr  ' 
ily  Practice  Core  Clerkship  an:  i 
Assistant  Professor,  Department  c 
Family  Practice,  RPSLMC.  “Hisei 
periences  provide  special  meanini 
for  the  students  in  light  of  the  prev 
alence  of  alcoholism  in  the  medicij 
profession!’  In  the  second  meetin 


Ji  with  students,  AA  members  discuss 
Ijthe  strategies  they’ve  used  to  con- 
jceal  their  disease  from  physicians. 
ijDenial  is  a  major  defense  of  the 
I  jalcoholic,  and  physicians  must  learn 
to  act  upon  evidence  not  volun¬ 
teered  by  the  patient.  “It’s  impor¬ 
tant  that  medical  students  have 
jinsight  into  the  psychology  of  al- 
jcoholics,’’  says  Dr.  Dent.  “We’re 
.trying  to  get  across  the  concept  that 
^if  a  patient  comes  in  and  lies  about 
jhow  much  he’s  been  drinking,  it’s 
istill  the  physician’s  responsibility  to 
itry  to  find  out  if  the  patient  is  an 
lalcoholic.’’ 

Results  of  a  questionnaire,  which 
students  fill  out  both  before  and 
after  participating  in  Project  Cork, 
show  that  the  training  program  does 
have  a  significant  impact  on  stu¬ 
dents’  attitudes  about  alcoholism. 
To  determine  the  long-term  effect 
af  the  training,  the  same  question¬ 
naire  will  be  filled  out  by  students 
pefore  graduation. 

I  Residents  in  Rush-Presbyterian- 
ot.  Luke’s  Affiliated  Family  Practice 
iResidency  Program  are  also  receiv- 
(Hg  special  training  in  alcoholism 
jeatment  via  a  program  initiated  in 
;he  fall  of  1980.  As  part  of  the 
$523,684  grant  awarded  RPSLMC 
py  the  Department  of  Health  and 
Human  Services  to  further  develop 
and  strengthen  programs  of  the 
pepartment  of  Family  Practice, 
push  has  received  funding  for  a 
palf-time  psychiatrist  to  teach  a  sec- 
|:ion  on  alcoholism  and  behavioral 
sciences  to  family  practice  residents 
n  the  affiliated  program,  which 
ncludes  Presbyterian-St.  Luke’s 
pospital,  Swedish  Covenant  Hos- 
Dital  of  Chicago,  Community  Mem¬ 
orial  General  Hospital  of  La  Grange, 
Nest  Suburban  Hospital  of  Oak 
^ark  and  Christ  Hospital  of  Oak 
.awn.  The  training  program  is 
aught  by  Jeffrey  M.  Tilkin,  M.D., 
'Medical  Director  of  the  Alcoholism 
ind  Substance  Abuse  Program  at 
RPSLMC,  and  Assistant  Professor, 
^ush  Medical  College. 

‘Alcoholism  is  the  number  one 
oublic  health  problem  in  the  United 
States  today,  ’’  says  Dr.  Dent.  “Know- 
ng  how  to  diagnose  and  treat  al- 
poholics  is  an  essential  component 
)f  a  family  physician’s  repertoire.’’ 
^r.  Dent  views  alcoholism  educa¬ 


tion  as  an  ongoing  process— from 
medical  school  through  residency 
training.  “The  new  programs  at 
Rush  give  medical  students  and 
residents  a  much  more  positive  and 
realistic  approach  to  the  disease,” 
he  says,  “and  a  much  more  thor¬ 
ough  knowledge  base  with  which 
to  treat  it  than  they’ve  ever  had  in 
the  past.”  A.M. 

Rush  Health  Care 
Network  Expands 

Rush-Presbyterian-St.  Luke’s 
Medical  Center  has  expanded  its 
health  care  network  through  recent 
affiliations  with  Copley  Memorial 
Hospital  in  Aurora,  Illinois,  and  St. 
Mary’s  Hospital  in  Streator,  Illinois. 

The  affiliation  agreements  dem¬ 
onstrate  a  shared  commitment  by 
all  parties  to  inter-institutional  plan¬ 
ning  and  program  development,  in¬ 
cluding  patient  care,  continuing 
medical  education,  and  shared  insti¬ 
tutional  support  services. 

In  keeping  with  the  voluntary  cost 
containment  effort,  each  institution 
will  seek  joint  methods  of  contain¬ 
ing  and/or  reducing  costs. 

A  320-bed,  not-for-profit,  com¬ 
munity  hospital,  Copley  Memorial 
senses  Kane,  Kendall,  Du  Page,  Will, 
and  DeKalb counties  in  Illinois.  The 
hospital  offers  a  full  range  of  med¬ 
ical/surgical  services  and  programs 
and  through  the  Health  Awareness 
Center  provides  a  variety  of  preven¬ 
tive  medicine  and  community  edu¬ 
cation  programs. 

Copley  established  the  Aurora 
Area  Cancer  Treatment  Center,  the 
Aurora  Area  Cardiac  Rehabilitation 
Center,  and  the  Copley  Newborn 
Center.  The  hospital  also  houses 
the  Aurora  Area  Kidney  Center. 

In  1980  Copley  Memorial  had 
almost  11,000  patient  admissions 
and  more  than  22,000  emergency 
room  visits,  performed  7,300  sur¬ 
gical  procedures,  and  served  more 
than  13,700  outpatients. 

St.  Mary’s  Hospital  is  a  248-bed, 
not-for-profit  community  hospital 
founded  in  1887  by  the  Hospital 
Sisters  of  the  Third  Order  of  St. 
Francis.  The  present  health  care 
facility  was  completed  and  made 
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operational  in  1963.  Located  ap¬ 
proximately  100  miles  southwest  of 
Chicago,  the  hospital  provides  med¬ 
ical  services  to  a  rural/industrial 
area  encompassing  19  townships 
in  four  counties. 

The  hospital  has  a  Cancer  Treat¬ 
ment  Center  and  maintains  a  Can¬ 
cer  Registry  which  in  1978  received 
a  four-year  reaccreditation  by  the 
American  College  of  Surgeons.  A 
10-bed  cardiac,  medical,  and  sur¬ 
gical  intensive  care  unit  serves  pa¬ 
tients  with  critical,  life-threatening 
illnesses. 

St.  Mary’s  employs  over  700  peo¬ 
ple  and  annually  has  over  65,000 
patient  census  days  and  over 
35,000  outpatient  visits.  J.P 

Workshops  Provide 
Perspective  on  Role 
of  Volunteers 


Volunteers  at  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  are 
among  the  best-prepared  in  the 
country  for  their  special  role,  as  a 
result  of  an  innovative  educational 
program  initiated  four  years  ago  by 
the  Department  of  Volunteer  Serv¬ 
ices  in  collaboration  with  Nursing 
Affairs.  The  program,  sponsored 
annually,  consists  of  a  series  of  five 
workshops  conducted  by  members 
of  the  Medical  Center’s  nursing  and 
scientific  staffs.  The  workshops  are 
designed  to  help  volunteers  gain  a 
greater  understanding  of  the 
stresses  patients  and  families  ex¬ 
perience  as  a  result  of  illness  and 
hospitalization.  Although  many 
hospitals  offer  in-service  training  to 
their  volunteers,  the  program  at 
RPSLMC  is  the  only  one  in  the 
United  States  offering  a  series  of 
workshops  concerned  with  medical 
and  scientific  aspects  of  health  care 
which  can  affect  the  work  of  the 
volunteers. 

Workshops  focus  on  all  aspects 
of  illness  and  hospitalization. 
This  year’s  schedule,  for  exam¬ 
ple,  included  presentations  on 
“Stresses  of  the  Patient  and  of  the 
Family  During  Hospitalization,’’ 
“Communicating  Effectively  with 
Patients  and  their  Families,”  “Death 
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and  Dying,”  and  two  new  topics; 
"Coping  with  Chronic  Disease,” 
and  "The  Senescent  World— You 
Were  There.” 

All  the  workshops  are  geared  to 
acquainting  volunteers  with  the 
role  and  function  of  various  health 
care  practitioners  in  caring  for  pa¬ 
tients.  “Volunteers  are  an  important 
link  between  patients  and  profes¬ 
sional  staff,”explains  Jane  Wheeler 
Warren,  volunteer  services  admin¬ 
istrator,  RPSLMC.  "Understanding 
the  more  sophisticated  facets  of 
patient  care  not  only  relieves 
volunteers’  concerns  about  func¬ 
tioning  in  complicated  patient  care 
settings,  but  it  better  equips  them 
to  handle  the  questions  and  con¬ 
cerns  of  patients  and  patients’ 
families.” 

Although  some  workshops  are 
repeated  each  year,  none  is  re¬ 
petitive  because  the  subjects  are 
open-ended  and  follow  the  con¬ 
cerns  voiced  by  volunteers  during 
each  session.  The  schedule  is  also 
revised  each  year  in  response  to 
evaluations  from  participating  vol¬ 
unteers.  Workshops  are  voluntary 
and  limited  to  20  participants,  with 
repeat  sessions  if  there  is  sufficient 
demand.  They  are  scheduled  in 
both  day  time  and  evening  hours 
for  the  convenience  of  volunteers. 


"Volunteers  have  plenty  of 
opportunity  to  question  the  presen¬ 
ters  about  their  particular  areas  of 
expertise,”  says  Warren.  “Staff 
members  who  participate  also  feel 
they  can  learn  from  the  volunteers. 
It’s  not  just  a  one-way  exchange  of 
information,”  says  Warren.  "Volun¬ 
teers  often  have  a  special  rapport 
with  and  understanding  of  patients 
that  can  be  helpful  to  professionals. 

Irene  Lange,  a  volunteer  at 
Presbyterian-St.  Luke’s  Hospital  for 
25  years  and  a  workshop  partici¬ 
pant  since  the  program  began  in 
1978,  feels  the  workshops  provide 
new  insight  into  areas  of  particular 
relevance  to  volunteers  and  offer 
volunteers  an  opportunity  to  dis¬ 
cuss  areas  of  special  concern  to 
them.  “The  workshops  brought  out 
many  emotional  and  human 
aspects  about  working  with  pa¬ 
tients,  as  well  as  the  medical 
aspects,”  Lange  says.  “The  program 
has  added  a  new  dimension  to  the 
work  I  do  here  by  providing  a  com¬ 
mon  ground  between  volunteers 
and  professional  staff  in  caring  for 
patients.” 

An  unexpected  dividend  of  the 
workshops  has  been  the  personal 
enrichment  many  participants  have 
reported.  Says  Margaret  McCarthy, 
a  two-year  volunteer  at  Presby- 


Rev.  Christian  A.  Hovde,  Ph.D.,  chairman,  a  workshop  for  Medical  Center  volunteers. 
Department  of  Religion  and  Health,  conducts 


terian-St.  Luke’s  Hospital,  "Informa-  ^ 
tion  about  communicating  and  | 
improving  relationships  with  pa-  j 
tients  and  staff  is  valuable  not  only  ( 
in  the  hospital  setting,  but  in  ' 
day-to-day  dealings  with  people  ;; 
in  general!’  A.M.  | 
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North  Central  Joins  j 
Rush  Academic  Network  | 

i.| 

North  Central  College,  in  Naper-  | 
ville,  Illinois,  has  joined  the  Rush  | 
academic  network.  The  new  affili-  | 
ation  establishes  a  combined  aca-  jj 
demic  program  in  nursing,  leading  jj 
to  a  bachelor  of  science  degree.  j!i 

Under  the  agreement,  North  | 
Central  College  will  provide  stu-  |j 
dents  with  a  basic  science  and  gen-  ([ 
eral  education  curriculum,  and  ji 
Rush  University  will  provide  the 
professional  nursing  curriculum. 

The  program  offers  two  options:  |( 
1)  Students  complete  three  years  li 
at  North  Central,  two  years  at  Rush,  |?i 
receive  a  B.A.  degree  in  an  aca-  \  \ 
demic  major  from  North  Central  at  :  | 
the  end  of  the  fourth  year,  and  a  ;  i 
B.S.  in  nursing  from  Rush  at  the 
end  of  the  fifth  year.  2)  Students  1 1 
complete  two  years  at  North  Cen- 1 ; 
tral,  two  years  at  Rush,  and  receive  ‘  i 
a  B.S.  degree  in  nursing  from  Rush.  | . 

North  Central  College  was  found-  i ; 
ed  in  1861  and  is  a  private  liberal  i ; 
arts  college  located  in  the  south-  i 
west  Chicago  suburb  of  Naperville,  j 
Student  enrollment  is  1,300,  and!; 
faculty  appointments  total  almost! 
100.  J.P  . 


Dahlin  Receives  I 
RMC  Alumni  Award  v 


David  C.  Dahlin,  M.D.,  Chairman 
of  the  Department  of  Surgical  Pa-E¬ 
thology  at  the  Mayo  Clinic,  Roches- ffi 
ter,  Minnesota,  was  awarded  the! 
Distinguished  Alumnus  award  for 
1981  by  the  Alumni  Association  ofn'; 
Rush  Medical  College  at  the  Ass 
ciation’s  Annual  Banquet  in  June 
Dr.  Dahlin  is  a  1940  graduate  o 
Rush  Medical  College. 

A  world  renowned  bone  pathol-| 
ogist.  Dr.  Dahlin  also  is  a  professoil 


48 


The  Magazine/Summer  1981 


1 1  of  pathology  at  the  Mayo  School  of 
i  Medicine.  He  is  the  author  of  the 
medical  textbook,  "Bone  Tumors: 
General  Aspects  and  an  Analysis 
of  2,276  Cases;’ 


Claude  N.  Lambert,  M.D.,  (left),  emeritus 
professor  of  surgery,  presents  1981  Distin¬ 
guished  Alumnus  award  to  David  C.  Dahlin, 
M.D. 


...and  some  other  Rush 
University  alumni 

j  Different  as  they  may  be  otherwise, 
■each  of  the  376  Rush  University 
^graduates  at  the  June  Commence- 
jment  had  a  personal  history  un- 
flike  anyone  else’s.  Here  are  four 
I  of  them. 


Laura  Bradford,  fungal  geneticist, 
researcher,  and  teacher,  already 
had  a  Ph.D.  in  biology  when  she 
decided  to  enroll  in  the  Rush  Col¬ 
lege  of  Nursing  to  earn  a  bache¬ 
lor’s  degree  in  nursing  science. 

“Odd?  Not  at  all,’’  says  Bradford. 
“I  don’t  think  it’s  odd  to  make  a  ca¬ 
reer  change,  but  it  is  a  big  step. 
And  it  will  take  a  while  for  me  to 
find  out  if  nursing  meets  all  my 
expectations.’’ 

Bradford  received  her  bachelor’s 
degree  in  biology  in  1967  from 
Grinnell  College,  in  Iowa,  and  her 
doctorate  in  biology  in  1971  from 
Washington  University,  in  St.  Louis. 
Her  post-doctorate  work  was  com¬ 
pleted  at  The  University  of  Chicago 
in  fungal  genetics,  working  with 
molds  and  mushrooms.  But  she 
was  not  satisfied.  "I  felt  my  research 
was  out  of  step  with  the  times. 
Maybe  back  in  the  1700s  it  was 
okay  to  do  that  sort  of  thing.  But  I 
didn’t  feel  it  was  very  relevant  or 
that  I  was  contributing  very  much,” 
Bradford  explains. 

So  she  tried  teaching.  Bradford 
was  a  biology  instructor  at  Roose¬ 
velt  University  for  six  years.  Her 
students  were  graduates  in  the 
masters’  program  working  on 
science  degrees.  But,  she  says, 
even  though  she  was  now  working 
with  other  people,  it  did  not  fulfill 
her  desire  to  be  with  patients  and 
see  the  effects  of  her  work.  She 
set  out  to  find  a  field  where  she 
could  combine  her  desire  for  peo¬ 
ple  interaction  with  her  genetic 
research  background. 

“I  came  into  nursing  because  I 
wanted  the  'hands  on’  contact  that 
comes  with  the  job,”  Bradford  says. 

“When  I  chose  to  go  into  nursing, 

I  was  thinking  about  health  care 
maintenance,  and  with  my  biology 
background  I  believed  I  had  a  real 
good  foundation,”  she  recalls. 

She  says  she  chose  Rush  be¬ 
cause  of  its  reputation  for  com¬ 
bining  medical  education  with 
clinical  experience. 

“I  felt  that  my  basic  science 
background  was  strong  enough, 
but  I  needed  more  clinical  experi¬ 
ence,”  Bradford  says.  “Here  I  got 
a  healthy  mixture  of  the  two.  And 
now  I’m  well  prepared  to  go  out 
and  do  my  job.” 
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Beginning  July  27,  Bradford  was 
doing  just  that.  She  is  working  at 
the  Medical  Center.  The  area  this 
mother  of  two  chose  is  the  special 
care  nursery. 

“I  felt  it  was  one  area  where  I 
could  integrate  my  nursing  skills 
with  my  genetics  background.  Be¬ 
sides,  I  like  babies!”  she  says. 

Bradford  adds  that  she  chose 
pediatrics  because  its  an  area 
where  education  and  family  inter¬ 
action  are  particularly  important. 

“What  you  do  as  a  nurse  to  help 
the  family  will  make  a  difference  in 
the  care  of  that  child.  It’s  a  real 
positive  kind  of  experience,”  she 
says.  “And  that’s  exactly  what  I’ve 
been  looking  for.”  G.S.C. 


Janet  Sobun 


When  Janet  Sobun  walked  across 
the  stage  to  receive  her  bacca¬ 
laureate  degree  in  medical  tech¬ 
nology,  it  was  a  proud  day  for  her 
and  her  parents. 

“I  am  the  first  one  in  my  family  to 
graduate  from  college,”  Sobun 
explains,  “and  all  my  relatives  were 
really  excited  — especially  my 
mother.  She  wanted  to  go  to  col¬ 
lege  when  she  was  young,  but  in 
those  days  not  that  many  women 
went  to  college  and  she  didn’t  get 
to  go.  So  my  graduation  was  espe¬ 
cially  exciting  for  her.” 

Knowing  how  important  her 
education  was  to  her  family  may 
have  been  an  additional  incentive 
to  keep  on  going  when  the  com¬ 
bination  of  studies  and  part-time 
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work  began  to  feel  like  a  heavy 
load.  Like  many  students,  Sobun 
put  herself  through  college  by 
working  whenever  she  wasn’t 
studying.  While  a  student,  she 
worked  at  the  Rush  Blood  Center 
as  part  of  the  medical  technology 
department’s  work/study  program. 

“When  I  first  started  working  at 
the  Blood  Center,  I  asked  myself. 
Am  I  really  qualified?’  But  after  the 
first  few  days,  I  began  to  realize  that 
I  had  been  well-prepared.” 

Her  preparation  began  with  a 
two-year  pre-medical  technology 
program  at  the  Illinois  Institute  of 
Technology  (part  of  the  Rush 
academic  network),  after  which 
she  came  to  Rush  for  two  years 
to  complete  her  bachelor  of 
science  degree. 

“It’s  a  tough  program  here,’’ 
Sobun  says.  “It’s  very  competitive, 
but  I  think  you’re  really  mentally 
ready  to  be  a  technologist  when 
you  leave.  I  can’t  believe  how  much 
they’ve  put  in  my  head  in  two  years! 

“There  have  been  times  when  it 
was  real  rough,  but  that  was  when  I 
had  to  put  my  foot  down  and  say, 
Tm  going  to  make  it!’” 

Has  it  been  worth  it?  Sobun  says 
definitely  yes. 

“You  don’t  make  millions  as  a 
medical  technologist,”  she  says, 
“but  I  think  that  you  have  to  love 
what  you  do,  and  I  love  to  do 
lab  work.” 

Sobun  is  now  a  medical  tech¬ 
nologist  in  the  microbiology 
department  at  Illinois  Masonic 
Hospital. 

J.L.H. 


Dolores  Gurnick 

Dolores  Gurnick  served  with  the 
Peace  Corps  in  Sierra  Leone,  West 
Africa,  from  1971  to  1977.  During 
her  service  she  was  exposed  to  a 
variety  of  diseases  — cholera,  hep¬ 
atitis  A,  leprosy,  malaria,  rabies,  and 
typhoid  fever. 

More  importantly,  she  was  also 
exposed  to  the  rewards  of  working 
in  the  health  care  field  which  com¬ 
batted  such  serious  diseases. 
Eventually,  it  was  this  exposure  to 
the  health  care  field  that  brought 
her  to  Rush  University. 
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Gurnick  received  the  master’s 
degree  in  Health  Systems  Man¬ 
agement  from  the  College  of 
Health  Sciences  at  commence¬ 
ment.  She  was  also  the  recipient 
of  the  1981  Dean’s  Award  for  out¬ 
standing  academic  excellence  in 
that  College.  (See  photo,  page  36.) 

A  Cleveland  native,  Gurnick 
went  into  the  Peace  Corps  after 
graduation  from  the  College  of 
Mount  St.  Joseph,  in  Cincinnati. 
She  received  her  degree  in  ele¬ 
mentary  education  and,  after  a 
brief  teaching  stint  in  Morocco, 
was  sent  to  Sierra  Leone  to  organ¬ 
ize  teacher  training  workshops  in 
a  small  village. 

Her  roommate  in  the  mud-block, 
tin-roofed  house,  where  she  lived 
without  electricity  or  running 
water,  was  a  nurse.  As  a  result  of 
this  association,  Gurnick  devel¬ 
oped  such  an  interest  in  the  health 
care  field  that  she  transferred  from 
the  Ministry  of  Education  to  the 
Ministry  of  Health,  and  began 
teaching  Sierra  Leone  nursing 
recruits  math,  basic  science,  and 
English.  She  also  undertook  some 
health  care  administrative  tasks. 

When  her  Peace  Corps  tour 
ended  in  1977,  she  stayed  an  extra 
year  to  help  the  doctor  with  whom 
she  had  been  working. 

“The  reason  I  loved  Sierra  Leone 
so  much,”  said  Gurnick,  “was  be¬ 
cause  I  had  so  much  responsibility 
for  so  many  different  things  — 
everything  from  personnel  training 
to  building  plans.  And  health  care 
administration  is  very  closely 
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associated  to  patient  care  there. 
Sometimes  I  even  found  myself 
assisting  the  doctors  in  surgery.'' 
Gurnick  also  assisted  in  the  sue-, 
cessful  effort  to  transfer  health 
care  services  from  a  house  thai 
served  only  inpatients,  to  a  new; 
40-bed  hospital  complete  with  out-; 
patient  clinic. 

These  experiences  turned  hei 
thoughts  more  and  more  to  the 
possibility  of  becoming  a  doctor.  Ai 
a  result,  she  was  torn  betweer 
staying  in  Sierra  Leone  and  leaving 
to  attend  medical  school.  Her  co; 
workers,  afraid  that  her  dedication 
to  her  work  would  make  her  post 
pone  her  education  plans,  createc 
an  elaborate  ruse  to  get  her  tt 
leave  the  country— they  told  he 
that  she’d  been  accepted  to  medi 
cal  school  in  West  Germany.  “I 
they  hadn’t  done  that,”  Gurnict 
said,  “I  probably  would  neve 
have  left.” 

Although  she  actually  had  nq 
been  accepted  to  medical  schoc 
in  West  Germany,  Gurnick  di^ 
spend  five  months  in  that  countr 
learning  the  language  and  taking 
the  required  examinations  for  meci 
ical  school  acceptance.  With  h^ 
funds  running  low,  however,  sh: 
decided  to  return  to  the  U.S.  “Twj 
days  after  I  got  here,’  she  saiq 
smiling,  “I  got  a  call  from  We^ 
Germany  saying  I  really  had  beej 
accepted  to  medical  school.” 

Gurnick,  however,  decided  t 
stay  in  the  U.S.  She  enrolled  i 
Ohio  University  in  Athens,  Ohi( 
where  she  earned  a  master  of  ar 
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'degree  in  international  affairs. 
In  1979  she  came  to  Rush  to 
strengthen  her  educational  back¬ 
ground  for  a  return  to  the  health 
care  field.  Gurnick  feels  that  the 
teacher-practitioner  approach  at 
Rush  “gives  you  practical  experi¬ 
ence  in  health  care  administration 
to  take  to  your  first  job.”  Gurnick 
hopes  eventually  to  do  interna¬ 
tional  health  consulting  and 
at  some  point  would  like  to  go 
back  overseas. 

Would  she  like  to  go  back  to 
Sierra  Leone? 

“If  I  had  a  ticket  to  go  back  there 
the  day  after  graduation,”  said  Gur¬ 
nick,  “I  would  have.”  J.R 


Gail  Hopkins 

j 

'38-year-old  Gail  Hopkins,  who 
graduated  in  June  from  Rush  Med- 
'ical  College,  was  probably  the  only 
i medical  student  in  the  world  with  a 
master’s  degree  in  religion,  a  Ph.D. 
%  biology,  and  several  scrapbooks 
Jfull  of  clippings  from  his  14-year 
I  career  in  professional  baseball. 

’  By  virtue  of  his  age  alone,  Hop- 
!  kins  was  not  a  typical  medical  stud- 
’ent.  But,  then,  he  has  never  been 
I  one  to  blend  into  the  crowd.  As  a 
'high  school  student  in  Long  Beach, 
California,  he  excelled  at  both 
jacademics  and  athletics,  was 
■named  Outstanding  Man  in  his 
,  graduating  class,  and  won  a  schol¬ 
arship  to  Pepperdine  University.  He 
I  subsequently  earned  a  degree  in 
ireligion  and  biology,  married  a 
'former  homecoming  queen,  and 
signed  a  contract  with  the  Chicago 
'white  Sox. 

'  He  completed  his  master’s  de- 
■gree  in  religion  (while  playing  in 
the  minor  leagues  for  $25  a  week). 
In  1968,  the  White  Sox  brought  him 
to  Chicago  for  a  chance  at  the 
Major  Leagues.  By  1969,  he  had 
established  himself  as  a  White  Sox 
player,  so  he  and  his  family  re¬ 
mained  in  Chicago,  where  he 
[taught special  education  at  Proviso 
|West  High  School  during  the 
winter  season. 

:  While  playing  for  the  Sox,  he 
decided  to  resume  his  graduate 
f studies,  and  began  working  on  a 


Ph.D.  in  biology  at  the  Illinois 
Institute  of  Technology.  He  was 
traded  to  the  Kansas  City  Royals 
in  1970,  and  then  to  the  Dodgers 
in  1974,  the  year  they  went  to  the 
World  Series. 

“After  the  World  Series,  I  signed 
a  contract  to  play  baseball  in 
Hiroshima  City,  Japan,”  says  Hop¬ 
kins.  “It  was  a  chance  to  live  in 
another  culture  and  they  gave  me  a 
very  good  contract,  so  I  thought  it 
was  great!” 

Hopkins  became  a  hero  in  Japan 
when  he  led  his  team,  the  Hiro¬ 
shima  Carp,  in  a  stunningly  victo¬ 
rious  season. 

“It  was  like  a  Cinderella  story,”  he 
says.  “The  club  had  finished  last  or 
next  to  last  in  all  26  years  of  its 
existence,  except  for  one  season.  I 
hit  about  38  home  runs  that  year, 
and  we  won  the  championship.” 

Hopkins  continued  his  biology 
studies  in  Japan,  working  in  a  lab 
several  hours  a  day  before  going  to 
the  field  to  practice.  Then,  in  1976, 
he  was  accepted  as  a  student  by 
Rush  Medical  College. 

“When  I  got  accepted,”  he  says, 


“I  went  out  in  the  snow  and  jumped 
up  and  down  before  going  back  to 
Japan  for  the  ’76  season.” 

Perhaps  because  he  is  older  and 
has  been  through  more  experi¬ 
ences,  Hopkins  was  more  relaxed 
about  medical  school  than  many 
younger  students  tend  to  be.  “I’m 
old  enough  to  know  that  the  sun  is 
going  to  rise  tomorrow  and  my  wife 
is  going  to  love  me  no  matter  what 
happens,”  he  says.  “I  obviously  like 
to  succeed,  but  I’m  not  afraid  to  fail. 
I’ve  failed  plenty  of  times  before  — 
I’ve  looked  bad  on  TV  in  front  of 
millions  of  people.” 

Hopkins  not  only  didn’t  fail,  he 
found  time  outside  his  studies  to 
run  his  farming  business,  serve  on 
the  board  of  his  children’s  school 
and  teach  classes  at  his  church,  not 
to  mention  play  basketball  every 
Wednesday  night  and  spend  time 
with  his  family. 

“I’m  plenty  happy  doing  any¬ 
thing”  he  says,  “as  long  as  I  do  a 
good  job  at  it.  You  know,  athletes 
are  always  trying  to  compete  at 
everything— you  can  never  be  sat¬ 
isfied  hitting  a  ground  ball.”  J.L.H. 
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A  $122  million  facilities  program  of  construction,  modernization  and 
renovation  at  Rush-Presbyterian-St.  Luke’s  will  culminate  in  the  sum¬ 
mer  of  1982  with  the  opening  of  the  new  patient  care  wing  (1 ),  which 
includes  222  medical/surgical  single  patient  rooms,  replacing  beds 
in  older  portions  of  the  hospital  complex.  The  new  wing  also  will 
house  a  two-level  Woman’s  Board  Cancer  Treatment  Center,  and  an 
integrated  surgical  center  with  22  operating  rooms,  34  surgical  inten¬ 
sive  care  beds,  and  27  post-anesthesia  beds. 

Other  components  of  the  Phase  III  facilities  program  include  the 
11-story  Professional  Building  Addition  (2),  which  will  be  fully 
occupied  in  fall  of  1981;  the  new  800-seat  cafeteria  (3),  now  serving 
staff,  employees  and  visitors;  a  consolidated  Blood  Center  (4),  and 
renovation  of  a  cardiac  catheterization  laboratory  (5). 
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A  Report  of  Campaign  Progress 


Rush-Presbyterian-St.  Lukes  Medical  Center 


Campaign  Effort  for  Final  $6  Million 


The  Campaign  for  the  Future  of  Success  is  on  the  verge 
f  success,  Harold  Byron  Smith,  Jr.,  chairman,  reported  to 
le  Executive  Committee  of  the  Board  of  Trustees  at  its 
tly  meeting. 

As  of  June  30,  Smith  reported,  philanthropy  totaling 
68,930,237,  against  a  goal  of  $75  million,  already  has  been 
iven  or  pledged  to  the  Medical  Center’s  $154  million 
ve-year  program  for  modern  patient  facilities,  larger  aca' 
emic  endowment  and  program  support. 

While  philanthropy  for  programmatic  support  has  sur- 
assed  its  goal,  facilities  and  endowment  goals  are  at  about 
le  85  percent  level.  New  gifts  and  pledges  during  the  year 
ndingjune  30,  1981  came  to  $8,752,350  and  brought  the 
ntire  campaign  to  the  91.9  percent  mark.  Overall  philan- 
iropy  totaling  $6,069,763  will  be  required  to  conclude 
le  campaign  by  the  Board’s  annual  meeting  in  November. 

Reflected  in  the  past  year’s  progress  was  the  completion 
ndeed,  the  surpassing)  of  a  $2  million  pledge  by  the 
Voman’s  Board  for  the  Cancer  Treatment  Center  bearing 
;s  name. 

In  other  philanthropic  action  last  year,  a  family  trust 
jaaintaining  anonymity  has  advised  the  trustees  that  it  will 
dcrease  its  $3  million  gift  to  $5  million.  It  is  the  first  gift  of 
jiiat  amount  in  the  Campaign  for  the  Future  of  Success. 
:'he  trust  was  established  by  a  patient  of  the  Medical  Staff, 
ilnd  the  gift,  like  so  many  others,  reflects  the  patient’s 
jjaith  in  the  physician  and  his  institution. 


A  distinguished  Chicago  family  also  wishing  to  remain 
anonymous  has  made  a  gift  of  $2  million  toward  the  new 
patient  care  wing.  There,  more  than  200  beds  will  replace 
those  in  a  structure  nearly  100  years  old.  The  generous  gift 
underwrites  construction  of  one  of  the  three  patient  floors 
in  the  new  eight-story  wing. 

As  a  major  part  of  the  final  campaign  effort,  the  Trustees 
have  undertaken  a  Special  Gifts  Campaign  which  will  seek 
the  philanthropic  support  of  nearly  600  special  friends  of  the 
Medical  Center.  A.B.  Dick  III  has  accepted  Chairmanship 
of  the  Special  Gifts  Campaign. 

Smith  and  Roger  E.  Anderson,  vice  chairman  of  the 
Trustees  have  been  serving  as  the  chairman  and  vice 
chairman,  respectively,  of  the  Trustee  Committee  on 
Philanthropy. 

Other  campaign  committees  and  their  leadership  are  as 
follows;  Committee  on  Individuals  and  Family  Philan¬ 
thropy,  chairman,  Justin  A.  Stanley,  vice  chairmen,  Michael 
Simpson,  H.  James  Douglass,  Mrs.  Herbert  C.  DeYoung, 
Thomas  A.  Reynolds,  Jr.  and  A.B.  Dick  III;  Committee  on 
Major  Benefactions  and  Memorials,  chairman,  Edward 
McCormick  Blair,  vice  chairmen,  John  P  Bent  and  Mrs. 
George  S.  Chappell,  Jr.;  Committee  on  Corporation  Phi¬ 
lanthropy,  chairman,  Charles  Marshall,  vice  chairmen, 
Angelo  R.  Arena  and  B.  Kenneth  West;  Committee  on 
Foundations,  chairman,  William  T.  Ylvisaker,  vice  chair¬ 
man,  George  Young;  Committee  on  Organizations,  chair¬ 
man,  Ralph  A.  Bard,  Jr.,  vice  chairman,  Mrs.  Bowen  Blair. 
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I  The  Campaign  For  the  Future  of  Success— June,  1981 

i 

I  For  Facilities  For  Endowment  For  All  Purposes 

}oal .  $43,710,000  $21,600,000  $75,000,000 

deceived .  37,400,537  18,255,992  68,930,237 

"leeded . 6,069,7 63 
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